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2" PREFACE 


It is now well recognised that counselling is an effective tool in maintaining quality of life of people with HIV infection and 
also in preventing HIV infection. Counselling is an essential part of health care provided by health workers, be they doctors, 
nurses, paramedical staff or counsellors. 


This manual is meant as a guideline for counselling individuals at risk for HIV infection and those already infected with the 
virus. It outlines the general principles of counselling and focuses on counselling specifically in relation to HIV/AIDS. 
These general principles are drawn from WHO and NACO counselling manuals. This manual has been compiled on the basis 
of six years experience gained in counselling at the HIV Clinic and the National AIDS Surveillance Ce at the National 
Institute of Mental Health and Neuro Sciences, Bangalore. Issues and concerns unique to the Indian situation as well as 
Strategies that seem to work are explored. Examples from actual counselling situations are used as illustrations. 


The first chapter describes basic principles of counselling and good communication, and the second considers issues related 
to HIV/AIDS and the importance of counselling. The next three chapters deal with counselling for risk reduction, pre-test 
and post-test counselling. The next four chapters are essentially concerned with counselling needs of HIV positive people- 
counselling for maintaining good health, dealing with opportunistic infections and crises, the role of the family, palliative 
care and issues related to death and dying. The last chapter addresses the needs of counsellors - staff stress and burn out. The 
appendix contains check lists for pre-and post-test counselling, glossary of HIV/AIDS terms and addresses for resources. 


This manual is the result of team effort. We are grateful to Dr. Gourie-Devi, Director/Vice-Chancellor, NIMHANS who 
chairs the mutli-disciplinary NIMHANS AIDS Group (NAG) and members of for their support and guidance. The Karnataka 
State AIDS Prevention Society has supported training programmes for health professionals from which we have learnt a 
great deal. Several NGOs, mainly Samraksha, Snehadaan, Asha Kiran, Freedom Foundation and their staff have worked 
closely with us and shared their insights. AIDS Forum Karnataka has supported the printing of this manual. Dr. V. Ravi has 
demonstrated that sensitive pre and post test counselling can be done at a Voluntary Testing Centre. V. A. S. Krishna has 
written the section on family counselling. Pushpinder Pelia Lubana wrote the section on drug and alcohol use and reviewed 
several drafts. Steve Brooker did a thorough review and gave valuable feedback. Most of all we are thankful to clients/ 
patients and their family members who shared their concerns, needs, initiatives and resources; they have been our main 
guides. We are greatly indebted to them. 


We hope this manual will serve as reference and guide to all those who want to practice HIV/AIDS counselling. 


Dr. Prabha S. Chandra Jayashree Ramakrishna, 
Coordinator, NIMHANS AIDS Group 


Additional Professor & Head 
Department of Health Education 
NIMHANS, Post Bag 2900 
Bangalore 560 029 India 

Email: j_ramakrishna@vsnl.com 


Associate Professor 

Department of Psychiatry 
NIMHANS, Post Bag 2900 
Bangalore 560 029 India 

Email: chandra@nimhans.kar.nic.in 
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CHAPTER - 1 


INTRODUCTION TO 
COUNSELLING 


Definition of Counselling 


Counselling is a therapeutic (healing) process based on scientific principles, which aims at helping a person to 
learn and to seek realistic solutions. It enables a person to solve his/her own problems through a special 
therapeutic relationship with a counsellor. 


Counselling is usually a helping process and differs from casual conversation in being focused, specific and 
purposeful. It helps the person to understand her needs, strengths, limitations and resources, and through this 
awareness brings about change in ways of coping. 


Communication Techniques 


A good counsellor should also have good communication skills. Conversing, sharing ideas, experiences, emotions 
and feelings are central to counselling. A good counsellor should be able to impart information, encourage and 
support the client in expressing her needs, feelings and wants, and respond to the specific needs of each client. 
Some supportive communication techniques are: 


A. Attentive body posture and language 


Speaking audibly, clearly, and slowly. 

Maintaining eye contact, but not staring at the person and making them feel uncomfortable. 
Nodding and using other facial expression to convey understanding. 

Reassuring through words and touch. For example, “I understand,” “Is it so?” or “What happened then?” 
Asking effective questions - that allows the clients to examine their beliefs, feelings and options. 
Reflective listening - giving feedback to the client regarding his/her feelings and thoughts. 
Identifying feelings by statements such as “‘you seem very angry”, or “I can see how upset you are.” 
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B. Appropriate use of silence 
Sometimes silence can mean more than spoken words. Do not feel uncomfortable if the client is silent. The 


client probably needs time to reflect and absorb information and will appreciate your cooperation and 
understanding of her silence. 


C. Using a language that the client understands 


This means not only speaking the same language but also avoiding jargon and technical words. Keep checking 
whether the client understands what you are saying. Speaking in the same language becomes particularly important 
when discussing sexual matters. As far as possible use terms that the client is familiar with. 


D. Conveying acceptance (being non-judgmental) 


Make the clients feel that, they can talk about their most intimate concerns. This can only occur if you convey 
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s are very sensitive to both verbal and non verbal cues and hence the counsellor has to be 


. Client 
acceptance. Clien ll not confide in you further. 


careful not to communicate disapproval. If such a thing happens, the client wl 


E. Conveying willingness to help 

The client should feel that the counsellor is a helping agent rather than someone who wants to get acroms his/her 
own agenda This can only happen if counsellors convey their wish to help the clients with their problems 
regardless of the original aim of the counselling session. For e.g. in a situation where risk reduction is the goal, 
the counsellor should first assess if the client has any other problems and worries which might directly or 
indirectly influence his/her behaviour. This will increase the client’s confidence in the counsellor and improve 
the quality of counselling. 


F. Paraphrasing 


Rephrasing what the client says, for example if the client expresses his/her inability to control his/her sexual 
behaviour, the counsellor could say. “You seem to be saying that you have some difficulties in practicing safer 
sexual behaviours.” Paraphrasing makes clients feel that they have been understood and also opens channels 
for further discussion. 


Effective Communication Patterns 


A. Encourage the client to talk, to express her views and feelings freely. Do not direct the conversation, and 
do not interrupt or finish the client’s sentences. 

B. Give hope, explore possibilities but do not give undue optimism 

C. Listen to all the facts, do not get worried if the client is silent and force him/her to talk. 

D. Create an atmosphere where the client feels accepted and understood. Remember that they may be talking 
to someone and expressing their feelings for the first time. 

E. Guard against value and moral judgements that make clients feel worse or misunderstood and come in the 
way of effective communication. 


Qualities of A Good Counsellor 

A good counsellor should be: 

A good listener 

Empathetic 

Non-judgmental 

Genuine and patient 
Emotionally mature 

Able to maintain confidentiality 


Professional- Able to discuss sensitive topics such as sexual behaviour 
Flexible 
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Common Counselling Errors to Avoid 


Many people think that counselling is the same as giving advice. It is not. Advice is telling people what to do 
We seldom follow what others tell us to do. Counselling is a process for helping individuals make their o 
decisions after understanding the facts and exploring the options that are open to them. Counselling also aims t 


make the client self-reliant, with skills to access family and community resources, and not become dependen 
on the counsellor. 


<<] f} << y e<] ff Bo< fy Be<yty e< t] Be<d i) Bd |) <i edt Bd |) <d B<d Be<d 1 <i <li 


~., 


it j= 


r 
aa 


ae 
a 
: 


ce 


ti 


Counselling Errors 

giving advice 

offering solutions -without listening to or analysing the problem 

moralizing - preaching good behaviour 

making a person dependent so that client cannot take independent decisions or actions 
blocking emotions - not allowing the client express their feelings and emotions 
imposing one’s values or judgments 

interrogating - cross questioning like a lawyer or policeman 
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Components of a Counselling Session 
1. Aim of the session - what these session hopes to achieve- both the counsellor and the client will have 
to discuss this and come to an agreement 
Assessment of problem situation 
Discussion of alternatives 
Plan of possible ways of acting 


Discussion of factors that may facilitate or hinder the new plan of action, providing opportunity for 
expression and discussion of feelings and emotions 

Summarization of the session to help the client absorb the issues discussed 

Feedback of the discussion and strategies planned in the previous session and how the client used 
these coping strategies (start with this if this session is part of on-going counselling). 


This first chapter introduced the concept of counselling, discussed communication techniques, and considered 
the characteristics and qualities of a good counsellor. The difference between counselling and advice giving 
was examined and the main components of a counselling session were described. The next chapter will look at 
counselling in relation to HIV/AIDS. 


CHAPTER-2 


COUNSELLING IN 
‘4 RELATION TO HIV/AIDS 
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Why is Counselling Particularly Important for HIV/AIDS? 


Although HIV is transmitted through a virus, it is people’s behaviour that is responsible for the spread of the 
virus. Prevention requires changes and modification in behaviours, particularly sexual behaviour. Social and 
economic climate conducive to the adoption of “safer” behaviours needs to be created. Living with HIV also 
entails adopting a healthy life-style, seeking timely treatment for opportunistic infections, taking complex and 
sensitive decisions regarding sexual behaviours, as well as coping with emotions, feelings and a high degree of 
stress. For these reasons, counselling is the key to prevention and care activities. 
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e with HIV/AIDS face discrimination, stigma and prejudice because of two main reasons. HIV 


I ; 
Mowovet, Tie here is no “cure” for HIV. Most lay people in Indiz 


is mainly transmitted though the sexual route, and because t 7 4 | 
do not differentiate between HIV infection and AIDS. They think any one who is HIV positive has AIDS; anc 


that any one who has AIDS will die. To some extent, negative messages commonly used in periph 
responsible for these beliefs and attitudes. Due to pervasive discrimination and prejudice, people wi . 
problems in their family and working life. They have difficulty in accessing medical services and all forms 0 
care. Counselling can help People Living with HIV/AIDS (PLWHAs) find solutions to some of these problems 


or to cope with them. 
Attributes of a Good HIV/AIDS Counsellor 


A trained social worker or a counsellor need not be the only person to carry out counselling. Counselling is ar 
integral part of all medical treatment of people with HIV/AIDS. Thus doctors, nurses, laboratory technicians 
social workers, psychologists, social scientists, and other helping professionals can be counsellors. It is importan 
that counsellors are well trained, sensitive, concerned and dedicated. Their counselling skills and knowledge o: 
HIV/AIDS also need to be continually updated. 
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HIV/AIDS counsellors have to have all qualities described in the first chapter. In addition they have to bi 
especially sensitive and non-judgmental. They have to understand the historical and cultural issues concernins 
HIV/AIDS transmission. They have to examine their own beliefs and attitudes with regard to sensitive topic 
such as sexual behaviours, values and norms, drug use etc. 


Sex is still a “taboo” subject, and most people are embarrassed to talk about sex in a serious manner. For thi 
reason, even many adults have many myths and misconceptions about sex. Monogamy is the societal ideal, a 
least among the middle class, although many people have more than one sexual partner. Similarly, heterosexua 
relations are considered normal. Thus, alternative sexual orientations are not acknowledged. 


In the early days of the HIV/AIDS epidemic, as a norm, there was a strong denial. People believed that 
would not happen in India, or at least in their “community.” HIV/AIDS was seen as a problem among specifi 
“high risk groups” such as sex workers, injecting drug users, truck drivers, etc. This strong belief was totall 
contrary to the high rates of sexually transmitted infections/diseases (STIs/STDs) among all sexually activ 
people. There is also a strong moralistic overtone; and judgmental attitude towards HIV/AIDS is present. Thi 
negative attitude towards sexual matters is transferred to the people with HIV. 


Although modifying or changing “risky” sexual behaviours, such as penetrative sexual intercourse, and adoptio 
of “safer” sex practices are crucial, the counsellor should realise that sexual behaviours are complex. Sexuali 
) 


comprises not only of discrete behaviours but a whole range of feelings, attitudes, emotions, values as well 
relationships. The power structure of a community, gender relationships, violence, employment, migration, u 
and abuse of substances like alcohol and drugs influence sexual behaviours. 


Women, children (especially street children) and other marginalised groups - men who have sex with men 
eunuchs - face a disproportionately high risk as well as discrimination. Women are biologically more susceptib 
to contracting HIV as the semen has a high viral load and it remains in the reproductive tract for a long tim 
as Women also have more reproductive tract infections and sexually transmitted infections. Often they are n 
aware of the infection, and even if they are many of them do not have access to health services. Unequal gend 
relationships and violence puts them at risk. Women are also discriminated against as sex workers are blam 
for the spread of HIV and women are held responsible for transmitting HIV to children. 
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| HIV/AIDS is also linked to another taboo subject “death.” STIs/STDs are stigmatised but they are curab 


while HIV is not. Similar stigma was attached to tuberculosis and cancer when these diseases were 


thought 
be fatal. : 


Counsellors need to be aware of this discrimination, and also face their own prejudices. 
Main Aims of Counselling for HIV/AIDS 


1. To prevent HIV infection in uninfected individuals, re-infection in positive clients and transmission of 
infection from the client to others. 
2. To handle disclosure of the person’s HIV status in a sensitive manner. 


3. To help an infected person cope with life. 


UNAIDS (1997) describes the HIV/AIDS counselling process as 


“a confidential dialogue between a client and a counsellor aimed at ‘enabling the client to cope with stress and 
take personal decisions related to HIV/AIDS.” 
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The counselling process includes evaluating the personal risk of HIV transmission, and discussing how to 
prevent infection. It concentrates specifically on emotional and social issues related to possible or actual infection 
with HIV and to AIDS. 


With the consent of the client, counselling can be extended to spouses, sex partners and relatives (family-level 
counselling, based on the concept of shared confidentiality). HIV counselling has as its objectives both prevention 
and care. 


A counsellor is a person trained in the skills of the job: listening to the client, asking supportive questions, 
discussing options, encouraging the client to make his or her own informed decisions, giving practical information 
and suggesting follow-up. 


Counselling should be a process involving a series of sessions as well as follow-up. It can be done in any 
location that offers peace of mind and confidentiality for the client.” 


Counselling and HIV/AIDS, UNAIDS Technical Update, UNAIDS Best Practice Collection, November 1997. 
1. Preventing transmission: 


A. This involves counselling individuals at risk for HIV infection such as people having unprotected sex (except 
in a mutually faithful relationship), Injection Drug Users (IDUs) and blood or blood product recipients. 


These individuals need to learn new ways of behaving and changing their existing patterns of behaviour. 
Knowledge of HIV/AIDS alone does not seem very helpful in this regard and individuals need ‘risk reduction 
counselling’. 

B. The second group of individuals who need counselling in order to prevent transmission are those who test 
positive for HIV infection. The positive individual should be an active participant in managing his/her health, 
such as preventing a person from getting a STI that may adversely affect his/her health. By helping positive 
persons understand their role in curtailing the spread of HIV and by equipping them with skills to achieve this, 
counselling helps to a great extent, in preventing further transmission of infection. 


2. Making Disclosure a Sensitive Process 


Diagnosis of HIV infection needs to be revealed in a sensitive manner. As HIV/AIDS is thought to be fatal and 
is associated with strong stigma, it arouses strong emotional reactions in the positive person. Sensitive disclosure A | 
helps the positive person adopt a positive attitude and adopt necessary changes in behaviours and ways of ES 
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4. IDUs and their sexual partners. 
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3. Helping an infected person cope with life 

An individual who has tested positive for HIV may undergo a number of emotional and physical changes, an 
face sensitive issues regarding their marital and sexual lives. There are a number of decisions that they need t 
make in order to lead a healthy life and not transmit HIV infection to others. The physical dimension takes fe) 
a particularly important role in case of AIDS. At each stage of the disease the needs and problems might b 


different. 


Stress may be related to disclosure, stigma, social isolation, fears of spreading infection to others, decision 
regarding marriage and childbirth. As the disease progresses, stressful situations related to declining healtk 
opportunistic infections and occupational problems will come up. Finally, there may be unresolved fears relate 
to dying and death. 


All these issues need to be dealt with in counselling in order that the quality of life of the person improves. 
Integration of Counselling in Routine Medical Care 


Counselling should be an integral part of the treatment of an HIV infected person and combined with regula 
medical examination, early detection of problems, information regarding healthy living and rehabilitativ 
measures. Most patients prefer their physicians to help them with their problems. A counselling team shoul 
always include the patient’s physician. In Summary the Objectives of HIV/AIDS Counselling Are: 


In Those Whose HIV Status is Not Known 
1. Risk reduction and protecting oneself from infection 
2. Helping decisions regarding testing. 


In Positive People 
To support the client in times of stress 


To promote a healthy life style through education. 

To change sexual and other behaviours for preventing transmission. 

To assist clients examine options in stressful situations and choose appropriate lines of action. 
To help them to establish and maintain interpersonal relationships. 

To help clients cope with crisis (both physical and emotional). 
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Principles of Counselling in Relation to HIV/AIDS 
I. Individualise counselling to the specific needs, background and problems of client. 


2. Accept the client for what he/she is and be sensitive to lifestyle issues (for instance, sex workers 
Injection Drug Users (IDUs). 


3. Facilitate client’s active participation in the counselling process. 
4. Maintain confidentiality. 


5. Discuss sensitive issues, such as sexual behaviour. 


Counselling Needs and Types of HIV / AIDS Counselling 
Preventive counselling (Risk Reduction): 


1. Individuals who engage in unprotected sex (homosexual and/or heterosexual). 
2. Individuals who may-be phantom partners i.e. whose s 
even though the individual has a single partner. 


3. Men and women who have sexually transmitted infections (STIs) 


pouse/partner may have multiple sexual conta 
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5. Blood or organ recipients. 
6. Individuals vulnerable to sexual abuse or those who cannot protect themselves sexually e.g. 


+ Sex workers 

= Street children 

Sd Homeless women 

+ Individuals with mental illness 

* Those with learning difficulties (care givers also need to be counselled) 


7. Adolescents and youth who are initiating and experimenting with sexual behaviour. 
8. Pregnant women who may be HIV positive 


Pre-test Counselling: 
1. Individuals who want to get tested for HIV. 


2. Medically ill patients in whom HIV related disease is suspected. 
3. Individuals who are worried that they might have HIV. 


Post-test Counselling: 
1. Individuals tested positive for HIV. 


2. Individuals tested negative for HIV. 


Family Counselling: / 
1. Caregivers and spouses/partners of the HIV positive persons and a | 


those with AIDS. 


Crisis Counselling 
1. HIV positive individuals when faced with either emotional or medical 
crisis. 


Counselling in Terminal Situations 

1. _ Discussing death and issues related to death such as financial, occupation, and interpersonal problems by 
handling unfinished business 

2. Alleviating psychological distress related to pain or other physical symptoms. 

3. Discussing fears about dying. 


Hints on Encouraging Follow-up after Testing 


1. Give the client a business card with a phone number where you can be reached. 
Give the client enough information so that he/she feels the need to come back for further referrals 
or information. 
Create a safe and easy atmosphere so that the client feels comfortable in coming back for further 
counselling sessions. 
Set up appointments and explain how he/she will benefit from coming back. 


ounselling at Different Points of the Disease Trajectory 
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he counselling needs of clients vary with the disease trajectory. The HIV - AIDS continuum can be seen as 
having three stages: early, middle and late. In the early stage, the client will need help with decisions regarding 


é 


P<] 


testing, and in accepting HIV positive status. Many psychological problems - denial, shock, anger, guilt, | 
and thoughts of suicide -come into the fore. Once the person has more or less come to terms with HIV, issue 
regarding disclosure, family, employment and society become prominent. 


gresses, and opportunistic infections develop, access to appropriate medical services, socié 


As the disease pro and family life. Pain can caus 


and cé _ These health problems will affect work 
support and care become important \ : 
depression. The client may be concerned about how the family will cope. Towards the end, thoughts turn t 


death and dying. There may be questions and concerns regarding the final stages - such as pain, dignity etc 


This chapter discussed the importance of counselling for HIV/AIDS, the attributes of a good HIV/AID\ 
counsellor, the main aims of counselling in relation to prevention of transmission, disclosure of HIV status, an 
coping with HIV infection. Different types of HIV/AIDS counselling - preventive/risk reduction, pre and pos 
test, family and crisis counselling were briefly discussed. Hints for encouraging follow-up and counselling 
needs at various points of the disease trajectory were considered. The next few chapters will discuss different © 
types of HIV/AIDS counselling beginning with counselling for risk reduction. 
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CHAPTER - 3 


COUNSELLING FOR 
RISK REDUCTION 


An important step in preventing HIV transmission is the recognition of behaviours that put a person at risl 
Some people, especially the young, are likely to take more risks. Some people also have “risk taking” personalitie 
they enjoy the thrill of speed, the high of winning at gambling etc. A large number of other people adoj 
behaviours that are risky because they do not have the knowledge and awareness, and/or are under social an 


economic compulsion - for instance they need money for maintaining their family, to behave in a manner th 
puts them at risk. 


Steps in risk reduction include an assessment of risk, when, where, how and in what circumstances the “at ris 
behaviour occurs. This assessment is done with the active participation of the client. The counsellor then hel 
clients to analyse the situation and jointly develop an intervention strategy that is likely to work for them. 


Steps in Risk Reduction 

Assessment 

1. Find out reasons for risk behaviour. 

2. Are there emotional or interpersonal factors associated with this behaviour? Or, is it for pleasure seekin 
3. Circumstances under which this behaviour occurs. 

4. Does it occur when alone, while traveling or in company? 

5. Association with other risk taking behaviours. 

6. Is there a combination of risk taking behaviours such as gambling, drug and intoxicant use, sexual ri 


taking? 


7. Do these occur together? 
8. Association of intoxicant use and risk taking 
9. Any other associations 
@ Economic for material gain 
@ Family factors. 
@ Sexual problems 
® Marital (presence of disharmony, divorce/separation) 
® Occupational (living away from home for many days, traveling jobs). 
Any intervention should take into account all the above factors, which occur earlier or are associated with risk. 


Intervention 


1. Educate the person regarding HIV transmission and ask her to evaluate her own risk 
2. Discuss with the individual the results of assessment. This makes things clear to the person and facilitates 
the development of a sound risk reduction plan. 


Counselling for Specific “At Risk” Situations 


The following section looks at three conditions - pregnancy, presence of sexually transmitted infections (STIs) and 
substance abuse. At the end examples are given to illustrate how these risk factors may influence each other. 


Pregnancy 


The right to reproduction is a fundamental right. The consequences of getting pregnant need to be considered. 
For one, in order to get pregnant the couple will need to have unprotected sex. If the woman is not HIV positive 
she may contract the infection, or if the woman has HIV there are chances the man will get infected. Other 
sexually transmitted infections can also be transmitted. The chances that the baby will get infected before, 
during birth or through breastfeeding is high - 30-40%. Further, when a woman becomes pregnant her resistance 
becomes low and she may develop opportunistic infections, and thus, develop AIDS sooner than if she was not 
pregnant. If one or both the parents have HIV infection, they need to consider who will look after the baby when 
they become ill or die. Similarly, they need to be aware that the baby may be HIV infected and be sickly. The 
family will have to face a high emotional, physical and financial burden. 


Of late, research has shown that if a pregnant woman takes AZT in the last three months of pregnancy, and this 
medication is given after birth to the baby for a month, the chances of transmission of HIV infection is greatly 
reduced. The Government of India is going to provide this medication for pregnant women. Find out the currently 
approved regimen and dosage. Some women have considerable side effects when they take AZT. They need to 
be aware of this before they make the decision to get pregnant and start the AZT programme. Once they are on 
the programme they will require support and encouragement to stay on the programme. 


Recent research also shows that the risk of transmitting HIV from the mother to the baby is reduced if the 
mother has a Caesarian Section. The prolonged contact with the mother’s blood and mucous membrane that 
occurs during natural delivery is thought to contribute to increasing the risk of transmission. Caesarian delivery 
is not an option for all mothers especially those in rural areas. The risk of Caesarian delivery to both the mother 
and baby has to be weighed against the risk of transmitting HIV to the baby. 


Research has also shown that babies of infected women who are fed breastmilk have a 14% chance of contracting 
the infection. Earlier, breastmilk was advocated because of the protection that breastmilk offers against diseases. 
Now the counsellor needs to discuss the pros and cons of breastmilk and other milk. If the mother can afford 
substitute milk and provide it in a hygienic manner this should be the best option. Unhygienic bottle-feeding 
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can cause frequent diarrhoea. Many babies die due to diarrhoea. The counsellor can also ~~ the — 
access organisations that will provide financial support. The mother may be upset about ae eing a € 
breast-feed the baby— an important aspect of motherhood. She will need to be supported in her decision to gi 


the baby substitute milk. 
Discuss the implications of pregnancy and having a baby 


Be aware that the parents may want to have a baby for many reasons - to fulfill their desire for procreation, 
have some of their own to love and care for, to have the pleasure of seeing a baby grow up etc. Discuss th 
couples hopes and desires in the context of HIV/AIDS infection. 


Explore options to conception and pregnancy such as adoption, donor insemination, giving time to taking cal 
of children, contributing to the growth and development of children in their extended family, their neighbourhog 
or community. In the case of unwanted pregnancy discuss options like termination of pregnancy, adoption af 
caring for the baby. 


Explain steps necessary for minimizing transmission to the baby 

¢ Use condoms properly and regularly once conception has taken place. 

¢ Enroll in a programme to obtain AZT early in pregnancy. 

@ Take medication correctly and regularly. 

¢ Continue with medication despite side effects. The counsellor will need to provide encouragement ar 
support. 


¢ Continue medication for the baby after birth. 
¢ Refrain from breast-feeding, start baby on other milk immediately after birth. Ensure hygienic feedir 
practices. 


The Benefits of Information, Counselling and Voluntary HIV Testing 

Potential mothers and fathers 

Counselling and voluntary HIV testing can help women and men who may be considering forming or expandi 
their families to: 

¢ weigh up the risks and advantages of a pregnancy 

¢ make choices about contraception 

e make choices about preventing future HIV infection including condom use 


Pregnant women who test HIV-negative 

Counselling a woman following a negative test can help her: 

¢ understand and maintain safe behaviour to avoid future infection 
¢ breastfeed for the greatest health of the infant 


Pregnant women who test HIV-positive 

Counselling a woman following a positive test can help her: 

decide whether to share her HIV status with anyone, and if so with whom 
choose to terminate her pregnancy where safe, legal and available 

choose antiretroviral therapy where available 

understand infant feeding options and choose that which is best in her circumstances 
learn more about HIV infection and its implications for her health 
access support groups and health services that promote positive living 
make choices about sexual behaviour and future fertility 
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Partners of pregnant women 

Counselling and voluntary testing of partners of pregnant women helps couples 
@ support one another in decisions about care and infant feeding 

e make decisions about future fertility 

e choose behaviours which reduce the risk of contracting or spreading HIV 


The wider community 

Widespread availability and use of counselling and voluntary testing for HIV in a community can: 

e reduce fear, ignorance and stigma surrounding HIV 

¢ stimulate a community response in support of those needing care 

¢ contribute to an environment supportive of safer sexual behaviours 

e reduce spillover of artificial feeding to HIV-negative mothers 

(Adapted from Counselling and voluntary HIV testing for pregnant women in high HIV prevalence countries, 
UNAIDS 1999) 


STDs/STIs 


Sexually transmitted infections/diseases are closely associated with HIV infection. STIs are an evidence of 
unprotected sex. It does not necessary imply sex with multiple partners because someone who has only one 
partner can also contract an STI from a partner who has or has had many partners. The rate of HIV infection is 
high among men and women who have STIs. Genital ulcers facilitate the entry of HIV. Women may not have 
obvious symptoms and they may be hesitant to seek care. In counselling for STDs/STIs, the following points 
needs to be considered: 


Be sensitive and non-judgmental: 


People with STIs may find it hard to talk about it. They may feel that it is an unclean disease, they may feel 
guilty, and they may feel shy. Put them at ease by talking about STIs in a matter of fact way, and treat them with 
respect. 


Explore beliefs regarding STI causation and treatment: 


Many people have misconceptions regarding STDs they believe that they cannot be cured, or taking a pill or 
injection before or after having sex will prevent STIs. They may think that family planning methods such as an 
IUD or oral contraceptive will also prevent STIs. 


Explain the need for preventing STIs: 


If sex in a mutually faithful relationship is not possible, condoms have to be used properly and regularly. Even 
those who have HIV infection must protect themselves by using condoms. Due to their low immune status, STIs 
may progress fast, develop complications and become difficult to treat. STIs can also become chronic and recurrent. 


Facilitate Early Diagnosis and treatment: 


Explain the symptoms of STIs and encourage your clients to seek appropriate medical treatment immediately. 
Many people do not finish the full course of treatment. This leads to drug resistant strains of organisms and to 


reoccurrence of the problem. 


Substance Abuse and HIV 


There are a number of ways in which substance use affects the transmission and course of HIV infection. 


1 Use: In India, particularly in areas where injection drug use is not common, drinking is associated with 


| 


<1 
a 


ON 


Ss 


UIT 


ene a ee 
<ccecensetamaeaiacmaiainia a ettet tC 


— 
oe 


IPI Edie 


IPI PA IPP <1 


+ 1 
Pa 
~J 


a ean ee  enren nnrrn Tenneson Tu Treen nner TTS) annnnST ST eT nr aeeceszerareaseaesneszeteeneteetemlenenaancentetbelaaanseeneeesemiasenseemernemeeeceaaaedeaiiemeinmmmiemnmaal 
Pt STORE 


<1 PR 
a he ee 


a all | 


: 
: 
: 
: 
: 
: 


- 
{ 


Ieee << <dii 


«4 
ae 


Mm 


it 


Ls 


t | 
PS Kk<« 
wos 


= SIs 


_ 
ao 


7 rs . a a res, Bins @ 
severe ntsc tN Ce CO CT COL LLL LCA AL 
~ —— I 


SIE 


high risk for HIV. The counsellor has to be aware that drinking is associated with high-risk behaviours in é 


number of ways: 


1. Alcohol reduces sexual inhibitions. 

2. Alcohol is found to be associated with unprotected sex and the non-use of condoms. 

3. Alcohol consumption is also found to be associated with impaired judgment in the choice of sexual partners. 
sexual contact with strangers or contact with more sexual partners. 

4. It is also suggested that alcohol may promote risky behaviour by temporarily altering perceptions of the 


risks involved in drinking and unprotected sexual activity. 


Some of the following examples illustrate the relationships between alcohol use and HIV infection: 


Loss of inhibitions because of alcohol and other personality factors: Mr. K, an unmarried 21-year-old mar 


is an autorickshaw driver. He is sexually very active and always consumes alcohol before approaching ¢ 
partner as it increases his sexual drive and decreases his inhibitions. He generally engages in sex in his friends 
company and sometimes they all share the same partner. He was infected with STD and was treated but is stil 
unable to control himself in engaging in unprotected sexual contacts. However, of late he has been usin; 
condoms with a few partners if they are sex workers (SWs) or are “not good-looking,” however he could do s« 
only when he is not intoxicated. He claims that his occupation is also contributing to his risk behaviour @. 
sometimes a few SWs hire his auto late in the night and he finds it difficult to control himself. He engages 0 
gang-activities with his friends sometimes even to the extent of blackmailing or sedating girls to have sex witl 
them. 


Alcohol used for initiating sexual activity: Mr. S, a 35 year old married man had multiple heterosexua 
contacts prior to marriage. He tends to continue his sexual contacts with these women on occasion. He is wel 
informed about HIV/AIDS and STDs and condom use. But whenever he drinks while he is away from home, h 
takes part in high-risk sexual activities. He is aware of the risk but does not remember anything when he drinks 
He enjoys watching adult movies, which act as a cue for sexual arousal. After drinking to sustain his arousal, h 
visits sex workers. 


In light of the above examples, it is important for a counsellor to assess alcohol use and its association wit 
sexual behaviour. If the association is evident, it 1s important to educate the patient and discuss ways in whic 
alcohol and sex can be dissociated. For example, not drinking alone, drinking at home, not having sex whe 
away from home or using other forms of stress relief instead of sex or alcohol. 


In an HIV positive individual alcohol use should be avoided because alcohol has an immuno-suppressiv 


effect. Positive people also have to take care to adopt safer sex practices. After drinking most people forget t 
take these precautions. 


Injection Drug Use: Sharing unsterilized or infected needles, syringes, and other equipment or “works” increase 
the risk of HIV transmission among Injection Drug Users (IDUs). In addition, sex within the drug user group ¢ 
with individuals who inject drugs can also transmit infection. Unsafe injecting practices where needles an 
syringes contaminated with blood are shared with another individual or group, facilitate HIV transmissio1 


Thus, both direct and indirect sharing of drug injection equipment have been implicated in the spread of HT 
infection. 


Further, research with injecting populations has revealed that the primary motivation for sharing each other 
needles has more to do with the lack of availability of clean, free needles than with some ritualized grou 
activity to cement social ties. Other work has revealed the link between injection use and violence, which 
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conditioned by various factors including the substance(s) that is/are consumed and the method of consumption. 
The need for money to support a drug habit often lead to violent criminal behaviour. Consumption of certain 
drugs also makes the person more violent. The need for drug may be far more urgent than the need for clean/ 
sterile injecting equipment. In addition, some IDU’s get a “kick” from the very act of injecting. Also selling sex 
for money or drugs is common. All these factors lead to higher transmission of HIV. 


Tasks for the counsellor: 

¢ Prevent or stop injection drug use - explain to the client how this can reduce immunity. Discuss alternative 
sources of pleasure and comfort. 

@ Encourage use of sterilized / clean needles and syringes. 

@ Avoid unprotected sex. 


Other Drugs: Drugs like cannabis or non-injectable forms of tranquilizers, sleeping pills etc. may cause increased 
risk for similar reasons as alcohol use. 


Tobacco use: It is best for positive people not to smoke, especially once they develop opportunistic infections. 


Example of Risk Reduction Counselling: The following example can provide an overview of the counselling 
steps involved in risk reduction particularly in cases where several risk behaviours occur together. 


A young, unmarried man, Sunil, working as a business-man attends the STD clinic. He has a genital sore 
acquired after contact with a CSW. A detailed history reveals that he has to travel often, has contacts when 
lonely or bored and usually under the effect of alcohol. 


The following steps in risk reduction need to be followed: 
A. Assessment of: 


1. Antecedents and circumstances under which risk behaviour occurs (in this case it is mainly related to being 
away from home, being alone and bored due to inactivity). 

2. Substance use: Risk behaviour is also usually related to drinking which decreases inhibitions, as seen in the 
above example. 


B. Feedback: To the patient regarding risk assessment. 


C. Personalizing the risk: This involves a process where the person accepts and understands that he/she is at 
risk for HIV. 


D. Identifying Methods of Decreasing Risk: For example, helping Sunil identify things that he can do to 
decrease loneliness and boredom when he goes away from home, e.g. 

© going out with friends 

e staying or visiting friends and relatives 

e finding alternate forms of pleasure 

using methods such as distraction and activity when either the sexual urge or the urge to drink increases. 


. Enabling the client to feel empowered and confident of adopting such behaviours 


. Ask him to try these methods and then identify problems in working through. 


k the person to formulate strategies by which he can decrease risk. These might include: 
Avoiding multiple sexual partners 
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result will depend upon the client’s age, gender, marital status, and occupation. Assess their family situation 


especially their social support system. 
_ it is important to emphasise how th 


f tine and how the test will help the individual 
4. Explain reasons for testing panes OO ie 


test will benefit the individual in terms of adopting safer sex practices to 
maintaining health and seeking early treatment for opportunistic infections.. 


5. Explain how the test is conducted, how long it will take, what the window period is; and the meaning of 


negative and _ positive result. 


6. Discuss implications of who should know the results. For instance, unmarried persons may face dilemm 
regarding marriage once they find out that they have HIV infection. Similarly pregnancy and child bearin 


become issues. 


7. Explore high-risk behaviour and time of last sexual contact. This is a particularly sensitive area particular! 
in terms of sexual behaviour. Questions should be asked in a sensitive manner and the need for th 
information should be explained. Do not be judgmental, be careful not to indicate shock, or disapproval 


Word your questions in such a way that puts the client at ease, ¢.g. “most of us have unprotected sex son 
time or the other,” “ We all take different types of precautions to protect ourselves from sexually transmitt 
infections, what do you do?” 


8. Assess client’s ability to cope, keeping in mind earlier methods of coping with problems. Discuss negati 
way of coping such as alcohol or drug use, avoidance and denial. This will give a counsellor an idea abo 
how the client may cope in the event that she is positive. 


9. Discuss high-risk behaviours and adoption of safer practices, particularly condom use among sexual 
active individuals. See Chapter 6, Living Healthy with HIV Infection for details of safer sex practices al 
condom use, as well as using clean needles and syringes. 


Safer-Sex 


This is the opportunity for the counsellor to encourage the client to Practice @®Safer Sex, prevent HIV infecti 
and also protect others. Unless the client has a mutually faithful relationship with one partner, the client shou 
adopt safer sex practices given below. It is not enough for one partner to be faithful. In India, many wives w 
do not have sexual relationships with anyone other than their husband have been infected through their husban 
who have other partners. When a person has sex with another person, they are in effect having sex with all t 
other people this person has had sex with. This is known as the phantom partner. Any infection that the 
previous partners may have may be passed on. As HIV infection is not readily visible, and the person loc 
healthy it is possible to pass on the infection to others unknowingly. Therefore it is important to adopt safer s 
methods unless both partners have a mutually faithful relationship. 


w~Safer Sex 


Abstain from intercourse (vaginal, oral and/or anal) 
Practice non-penetrative forms of sex, such as - 

@ reading about sex 

# watching movies 

@ petting 

¢ hugging 

@ masturbation 

@ mutual masturbation ay 


¢ sex with other parts of the body, e.g. between the thighs 


Have one sexual partner or reduce the number of sexual partners, 
AND 
Always use lubricated condoms (e.g. Nirodh Deluxe, Kamasutra) regularly and correctly - 
“keep condoms in a cool place 
WV use a new condom each time 
use a condom only once 
¥ do not use the condom if it is sticky, check the expiry date 
¥ do not use a oil or oil-based substances like cold cream or Vaseline 
Use a water-based cream/jelly such as KY Jelly/cream. 
“bury or burn used condoms 


The need for pre-test counselling and the role it plays in shaping behaviours and in coping with the disclosure 
of HIV positive status is highlighted in this chapter. The steps in pretest counselling are discussed in detail. 
Issues regarding safer sex practices and the use of condoms are discussed in detail. The next chapter deals with 
post-test counselling. 


CHAPTER-5 


HIV/ POST-TEST 
| fe AIDS COUNSELLING 


The post-test counselling session builds on the foundation laid in the pre-test counselling session. The same 
counsellor conducts both the sessions, and capitalizes on the rapport established and the background information 
gathered in the first session. 


In the case of clients with a HIV positive result, the initial post-test counselling session should be scheduled so 
that the counsellor has an opportunity to meet the client in a short period of time. Do not give an appointment 
for a post-test counselling session before a weekend or a holiday. Allow enough time for post-test counselling. 
It is difficult to predict how the client will react, and how much time you will need. 


Several sessions may be required for posttest counselling, this will depend on factors such as individual reactions, 
life situations, social and family support and the counsellor’s own comfort and confidence. If you plan several 
sessions, try to have them within a short time span, such as a fortnight rather than giving long time gaps. 


Post-test counselling is important in clients who are HIV positive and in those who are negative, and also in 
those who have an equivocal result. 


Disclosure 


isclosure or revealing information about HIV positive status has to be done in a sensitive manner. It is one of 
e important aspects of counselling positive persons. This disclosure is not only between the counsellor and the 


Tt Ct tte CLC LT NCL A 


P< P< <i <dit 


>< Idi IPI PIP <i <i P< 


| 
| 
| 
| 
| 


f 
‘ 
- 


P<J 1 <d 


_ : 


A 


: ><] || >< 


r 
- 


iH 


“4 
<q) 


ie, 
: a 


i 5 
i | vs 


vat 
wT itt 
><et il 

sti 


SUAICELEBAISC | 1] | P<) eT PASS 


’ RR ; f , q . - ‘ -s ae ees —— 


client but it occurs at several levels: 


From health professional to the client. 
From client to other health professionals. 
From client to the spouse/partner. 

From client to other family members. 
From client to the employer. 

From health professionals to others. 


eee ¢ 


The client may choose to not reveal their status or they make a partial or complete disclosure. In partial disclosure 
the client chooses to disclose only some aspects of his/her condition. For example, he may simply say that he 
has an infectious disease, that he should only have protected sexual contact or that he does not know how hi 
acquired the problem. Disclosure may be complete when a client chooses to discuss in detail, all aspects of his 


her condition. 


In some cases, the client completely avoids disclosure. This is usually seen if he/she is in denial, fears stigma, o 
is unable to handle possible consequences of disclosure. Disclosure may also be occur unplanned or by mistake 
such as a family finding out about the results through other sources or through blood reports etc. 


Importance of Disclosure 


4 


Disclosure has the following advantages: 

1. Disclosure helps the client have direct and open communication with health professionals, spouse or famil 
members who in turn, can become a source of support and care. 

2. Persons who have disclosed their status are also able to adhere to safer sex practices and adopt health 
lifestyles. 

Disclosure to inappropriate people or in an inappropriate manner may lead to: 

1. Discrimination and negative attitudes 

2. Loss of job 

3. Break-up of families 


Steps in the Disclosure Process 


Disclosure forms an important part of counselling. The following points need to be discussed with the client: 
1. The importance of disclosure. 


The advantages of disclosure. 


f 

3. A list of possible people that the client would like to disclose to. 
4. Problems anticipated in disclosure. 
5 


The client’s ability to handle disclosure by themselves. Some clients may choose to handle disclosure o 


their own. Others may want the counsellor to be present or the counsellor to take on this responsibility. Thi 
decision should be left to the client. 


The possibility of indirect disclosure. Counsellors need to discuss with the client that even though he/she ma 


not acne his/her HIV status directly, it may occur through several other sources, such as other carers, bloo 
reports, discharge summaries, etc. 
Indirect disclosure carries with it misunderstanding, inadequate knowledge, and poor communication regardin 
HIV infection. It should be emphasised that in the Indian cultural context, complete secrecy is seldom possibl 


and hence the client should consider an open and direct disclosure that would promote communication an 
prevent misunderstandings. 
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Handling Disclosure with the Family/Spouse—Counsellor-Related Issues 


As discussed in the previous section, if the client chooses to involve the counsellor in disclosure, it is important 
for the latter to deal with these issues in a sensitive manner. The counsellor should follow the steps discussed in 
“Breaking Bad News,” In addition, family members are usually worried about spread to other persons in the 
family, death and dying, and stigma. The counsellor should handle disclosure with the family in a way that: 


1. Encourages support and care for the client. 


2. Removes myths, misconceptions and fears, and high lights positive aspects such as the possibility of leading 
a healthy life for a number of years. 


3. Communicates to the family about what can be done to improve the client’s life. Ex | 
4. Makes the process interactive, rather than information-based. | 4 : 
5. Helps the family to ventilate their emotions, clarify their doubts and fears, and make concrete plans for Ee 
handling HIV infection in the family. BG 
Post-test Counselling =| 
Once a test result is available there are three possibilities: | i 
1. The HIV test is negative: Counselling HIV negative clients will revolve around building an understanding | v 
of risk behaviours and the need for adopting safer sex behaviours. & : 
2. The HIV test is equivocal: that is it not clear whether it is positive or negative- i.e. the result of one of the Al 
three tests differs from the other two. & 
3. The HIV test is positive: Counselling will involve sensitive disclosure; help the client cope with emotional ¥ : 
reactions with regard to the disclosure, consider a healthy life style, adopt practices to prevent HIV re- eT 
infection and transmission of HIV infection to others, and discuss family issues. V 
If the Test is Negative: & 
A. Give a feedback to the client that he does not have the HIV infection provided the ‘window period’ (3 4 
months after the last high-risk situation) has been taken into account. =o 
B. Explain that just because the test is negative, it does not mean that he/she is immune from the disease and ¥ 
if he/she practices risk behaviours he/she might acquire HIV infection. = 
C. Handle “survivor reactions. “ Some clients assume that they are not vulnerable to HIV infection, because ¥ 
they test negative and continue to practice risk behaviours. This is known as “survivor reaction.” The 7 
counsellor needs to address this issue and impress upon the client that they are indeed vulnerable and need K 
to adopt “safer” behaviours. = 
D. If the ‘window period’ is not over, discuss the need for a subsequent test and the necessity for using safer A | 
sex methods with all partners till the result is available. q | 
E. Discuss risk reduction methods and update HIV related knowledge. | A 
F. Emphasise adoption of safer sex practices with all partners, unless a mutually exclusive relationship is | 77 
maintained. | a 
If the Test is Equivocal: | 4 
Sometimes the test result is not clear, i.e. one of the test results is positive and the others negative or vice versa. | I 


n test has to be done again. This type of uncertain result is usually due to improper blood collection procedure. 
the client has some other disease that affects the immune system (e.g. malaria, leprosy, and rheumatoid 


itis), a clear picture may not emerge. 


musiieaninanainaiisei CD A OD 


mrcthinic 11 P< 1 Bed | Bed Bed sins 


prolongs the anxiety and uncertainty. The counsello 


sellor will have to explain this uncertain result. This . 
ei , patient to give another blood sample for testing. 


has to be sensitive, reassure the client and encourage the 
If the Test is Positive: 


Post-test counselling in relation to a positive HIV test has the following main facets: 
that client is able to handle it without having serious psychological consequences 


living healthily.” 
“In someone with AIDS, you might tell the client that a knowledge of his HIV status will help in treatment 


A. Breaking bad news in a way web . 
B. Evolving and discussing healthy patterns of living and taking responsibility for one’s own health. 
C. Strengthening client’s emotional resources so that he/she can cope in an adaptive manner. 
D. Discussing effective ways of preventing further transmission. 
a | E. Handling issues related to marriage, spouse, family and children. 
| A | Breaking Bad News 
Y ) How to tell clients they have HIV infection 
ZN : Pe ; < 
) = This is one of the first steps in counselling positive people and also one of the most difficult aspects of talkin 
IX to some one with a serious infection/illness. However, it can also be an important milestone in a physiciat 
= counsellor- client relationship and may actually facilitate treatment planning and help treatment compliance 
i provided it is handled in a sensitive and humane manner. 
— | Some important aspects to remember are: 
v. 
A 1. Carefully choose words to convey the test results. Saying “The results are positive” may be misinterprete 
Vv | as being a good or positive result i.e. the person may think he/she is not infected. Hence, the word positiv 
AN | should be used carefully in conveying the results. Explain that they have HIV infection and what thi 
Ty, means. 
“ 2. Select encouraging words and phrases instead of negative ones. 
G ; ; ' Gere : ae 
) ri For instance, instead of saying that HIV infection may cause serious illness, it might be more useful to saj 
2 “You are currently healthy and fit, however if you develop problems we can help you. “ 
¥ | “It is quite helpful to know your HIV status because now we can plan your future and adopt methods « 
S| 
) 


| 3. Tailor the information to the client’s needs. Clients differ in their response to ‘bad news’ and informatic 
¢ | should be delivered based on this. Some may not want any information while there are others who wi 
| 


want all the details. Estimate the client’s response to the initial information or ask if he/she wants to kno 
more about his/her problem. 


Follow the client’s lead as to when diagnosis should be disclosed. Generally doctors would like to ‘g 
over’ the difficult job of telling clients their diagnosis, however it is useful to find out whether the clie 

- wants disclosure to occur at that juncture. The counsellor might ask, “we have your results, would you like 
know?” or, “have you been thinking a lot about your test results?” These questions will elicit responses th 
will indicate the client’s preparedness for accepting the news. If they do not want to know, do not force it ¢ 
them but discuss immediate treatment plans for alleviating physical distress. 


> 5 Gre a “warning shot’ before stating the diagnosis for e. g. “we have run the tests and find there is a problen 
or ‘we have to discuss the consequences of your test result”. These tend to make the impact softer rath 
than an abrupt statement such as ‘your test is positive.” Assess the situation, and decide when to reveal t 
result. There is quite a lot of variation between clients. For instance, a woman who has recently be 
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widowed, upon losing her husband to AIDS, may not be in a position to hear about her positive status night 
away. Similarly, a client who is already disturbed or depressed may not be able to cope with hearing the 
news of their positive status. The client should be encouraged to return for a follow-up session or at least 
provided with sufficient information and referrals to feel the need to return. 


Use simple language, avoid jargon: Be very clear in your statements and leave no room for uncertainty. 


Assessment of client’s knowledge/perceptions about AIDS: For most people Words like AIDS cause a lot 
of fear and dread hence it is important to assess what a client already knows about it and what his fears 
regarding the test are. 


Use gentle truth and instill hope without undue optimism. For instance the counsellor can say “You may 


have HIV infection but there are a number of ways in which you can live healthily. “ Or “I am going to tell 
you several things that you must and must not do in order to remain healthy” or “Even though we cannot 
remove the virus from your blood, there are medicines to help any symptoms or illness that you might 
experience.” These statements with a hopeful message may help a client cope better. 


Pay attention to reactions and allow expression of anger or sadness. It is much better if the client reacts in 
front of you rather than on the way back home. 


Check with the client, what s/he has understood or 
learnt. The client should not take back any faulty 


or unduly pessimistic ideas. 


Indicate availability. Always fix up the next 
appointment and indicate your availability to the 
client in case of doubts, fears or worries. 


Have enough time and privacy. Even if you don’t 


have hours to spend with the client, ensure that 
whatever time you have is exclusively for the 
client and there are no interruptions or other 
professional preoccupations. 


Non-verbal communication is as important as verbal messages. 
e Use a gentle tone of voice. 

e Be solemn without looking serious. 

e Use touch as a measure of reassurance. 


e Touchcan be particularly reassuring in HIV positive persons where there are fears about spreading the 
disease. . 


Clarify issues regarding death and disease. Do not make light of any worries and doubts and address them 
seriously. At the same time do not create very ominous and frightening ideas regarding the illness. Once 


the news has been communicated to the client, the next step involves: 
planning for the future. 

issues related to spouse and family. 

issues related to healthy living. 

issues related to change in life style and transmission. 

communication of continued support for emotional and physical distress. 
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The counsellor will have to explain this uncertain result. 
has to be sensitive, reassure the client and encourage t 


This prolongs the anxiety and uncertainty. The counsellc 
he patient to give another blood sample for testing. 


If the Test is Positive: 


Post-test counselling in relation 


to a positive HIV test has the following main facets: 


A. Breaking bad news in a way that client is able to handle it without having serious psychological consequence: 
B. Evolving and discussing healthy patterns of living and taking responsibility for one’s own health. 

C. Strengthening client’s emotional resources so that he/she can cope in an adaptive manner. 

D. Discussing effective ways of preventing further transmission. 

E. Handling issues related to marriage, spouse, family and children. 

Breaking Bad News 


How to tell clients they have HIV infection 


This is one of the first steps in counselling positive people and also one of the most difficult aspects of talkin 
to some one with a serious infection/illness. However, it can also be an important milestone in a physicial 
counsellor- client relationship and may actually facilitate treatment planning and help treatment compliance 
provided it is handled in a sensitive and humane manner. 


Some important aspects to remember are: 


if 


- wants disclosure to occur at that juncture. The counsellor might ask, “we have your results, would you lik 


Carefully choose words to convey the test results. Saying “The results are positive” may be misinterpret 
as being a good or positive result i.e. the person may think he/she is not infected. Hence, the word positi' 
should be used carefully in conveying the results. Explain that they have HIV infection and what th 
means. 


Select encouraging words and phrases instead of negative ones. 


For instance, instead of saying that HIV infection may cause serious illness, it might be more useful to sa 
“You are currently healthy and fit, however if you develop problems we can help you. “ 

“Tt is quite helpful to know your HIV status because now we can plan your future and adopt methods 
living healthily.” 

“In someone with AIDS, you might tell the client that a knowledge of his HIV status will help in treatmen 


Tailor the information to the client’s needs. Clients differ in their response to ‘bad news’ and informati 
should be delivered based on this. Some may not want any information while there are others who 


want all the details. Estimate the client’s response to the initial information or ask if he/she wants to kn 
more about his/her problem. 


Follow the client's lead as to when diagnosis should be disclosed. Generally doctors would like to ‘ 
over’ the difficult job of telling clients their diagnosis, however it is useful to find out whether the cli 


9 ded “é . . 
mnow | or, have you been thinking a lot about your test results?” These questions will elicit responses 
will uxlicate the client S preparedness for accepting the news. If they do not want to know, do not force it 
them but discuss immediate treatment plans for alleviating physical distress. 


One a “warning shot’ before stating the diagnosis for e.g. “we have run the tests and find there is a proble 
or “we have to discuss the consequences of your test result”. These tend to make the impact softer ra 
than an abrupt statement such as ‘your test is positive.’ Assess the situation, and decide when to reveal 
result. There is quite a lot of variation between clients. For instance, a woman who has recently 
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widowed, upon losing her husband to AIDS, may not be in a position to hear about her positive status right 
away. Similarly, a client who is already disturbed or depressed may not be able to cope with hearing the 
news of their positive status. The client should be encouraged to return for a follow-up session or at least 
provided with sufficient information and referrals to feel the need to return. 


Use simple language, avoid jargon: Be very clear in your statements and leave no room for uncertainty. 


Assessment of client’s knowledge/perceptions about AIDS: For most people Words like AIDS cause a lot 
of fear and dread hence it is important to assess what a client already knows about it and what his fears 
regarding the test are. 


Use gentle truth and instill hope without undue optimism. For instance the counsellor can say ““You may 
have HIV infection but there are a number of ways in which you can live healthily. “ Or “I am going to tell 
you several things that you must and must not do in order to remain healthy” or “Even though we cannot 
remove the virus from your blood, there are medicines to help any symptoms or illness that you might 
experience.” These statements with a hopeful message may help a client cope better. 


Pay attention to reactions and allow expression of anger or sadness. It is much better if the client reacts in 
front of you rather than on the way back home. 


Check with the client, what s/he has understood or 
learnt. The client should not take back any faulty 
or unduly pessimistic ideas. 


Indicate availability. Always fix up the next 
appointment and indicate your availability to the 
client in case of doubts, fears or worries. 


Have enough time and privacy. Even if you don’t 


have hours to spend with the client, ensure that 
whatever time you have is exclusively for the 
client and there are no interruptions or other 
professional preoccupations. 


. Non-verbal communication is as important as verbal messages. 


e Use a gentle tone of voice. 

e Be solemn without looking serious. 

e Use touch as a measure of reassurance. 

¢ Touch can be particularly reassuring in HIV positive persons where there are fears about spreading the 
disease. 


. Clarify issues regarding death and disease. Do not make light of any worries and doubts and address them 


seriously. At the same time do not create very ominous and frightening ideas regarding the illness. Once 
the news has been communicated to the client, the next step involves: 


planning for the future. 

issues related to spouse and family. 

issues related to healthy living. 

issues related to change in life style and transmission. 


communication of continued support for emotional and physical distress. 
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Reactions to Communication Regarding HIV Positive Status 


Usually, a client when confronted with news of a possibly fatal illness goes through several reactions. Commonly 


these follow a certain pattern: 

® Shock: The news of HIV positive status 1s shocking. The person may appear stunned and show littl 
reaction. 

® Denial: The client is unable to accept the diagnosis and appears as if he/she has not understood or ignore 
the subject. The shock may also manifest as silence and not reacting to what & being said. Overall, th 
denial of one’s HIV status may last anything from weeks to months before the client accepts his/her staty 
and seeks help. It is also during this phase of denial, that the client is most vulnerable to high-risk behaviours 

| A ) such as unprotected sexual activity and drug use. Many studies with infected individuals have confirma 

4 that denial is associated with better psychological health in the short-term but poorer health outcomes 1 

: the long-term. 


Vv ® Anger: Anger is commonly directed at people who might have infected the person, God and often at th 
aN counsellor or physician who discloses the diagnosis. At times anger may be severe enough to alienate th 
7 client from the treating team. Anger usually expressed as shouting, rage and fears. “Why me?” is 


common question asked. 


Risk for Suicide: Majority of the client might have fleeting thoughts of suicide. A few, however, hav 
persistent suicidal thoughts. Ideas of suicide occur mainly in the initial phases and is more in those who d 
not get adequate counselling. 


Social isolation: Poor social and emotional support, history of alcohol or other substance use and a histot 
of suicidal attempts and psychiatric disorder are all risk factors. 


® Despair and Depression: This is one of the later stages of reaction to any bad news. Despair sets in whe 
people get over the initial shock and begin to realise the meaning of their illness. This stage will usual 
resolve with adequate support and reassurance. However, in some clients it persists, giving rise to clinic 
depression. The risk factors mentioned above increase the chances of depression in any client. 
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— | ® Guilt: Occasionally clients might experience guilt and feel that the illness is a curse or punishment for sit 
they have committed. The client may also feel guilty if the partner or spouse is also infected. 


® Preoccupation with the Symptoms and Signs of HIV-related illnesses: Even in asymptomatic positi' 
individuals there is an increased concern about fever, pains, aches and other somatic symptoms and ; 


excessive fear of developing AIDS. They might seek constant reassurance and consult many doctors f 
this. 


® Fear of Spreading Disease: Despite being reassured regarding the non-contagious nature of disease, cliet 


might fear that they might transmit infection to children and tend to isolate themselves from others. Tht 
they further increase their chances of depression. 


® Risk-Taking: Increased alcohol use may occur as a reaction to revelation of HIV status. Clients might go. 
a drinking binge. This increases the chances of unprotected sexual activity. If inadequately counsellec 
few may clients might practice indiscriminate sex. 
® 


Fear of Death: A common reaction to an HIV positive test is “I am going to die soon”. This is mait 
because media and preventive literature frequently refer to AIDS as a fatal and incurable illness. It 
important to make the person understand that HIV infection does not mean AIDS. and depending on | 
. Stage of infection, the client has a long time before he/she may have serious problems. 
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© Gradual Acceptance: As time goes on and with continued Support and reassurance, clients tend to accept 
their HIV status and learn to live with the infection. 


These reactions may occur several times during the course of HIV infection. Stress related to discrimination, 
problems with the family or the job, ill health, or witnessing the ill health or death due to AIDS can cause these 
emotions to reappear. The post-test counselling builds on pre-test counselling and prepares the client. The 
importance of disclosure is stressed and the steps in disclosure process are explained. Post-test counselling in 
the event of a negative, equivocal and positive result is discussed. Issues related to breaking the bad news and 
the reactions to such news are discussed in detail. The next chapter deals with maintaining good health. 
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CHAPTER -6 


fj’ LIVING HEALTHY 
455 WITH HIV INFECTION 
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Issues Related to Healthy Living and Change in Life-Style 


Positive people can remain relatively healthy for some years if they adopt healthy lifestyles. It is important to 
emphasise the health promotion and prevention aspects of living with HIV infection. Information on these 
aspects has to be tailored to the client’s living situation. Discuss various options that are available to the clients 
and facilitate the clients to choose the options that best suits their needs. For instance, a middle class client may 
be able to drink boiled water, while a poor person may find it difficult to even find clean drinking water. The 
booklet Living with HIV gives more details on this subject. Some of the tenets of healthy living with HIV 
infection are: 


Y Adequate nutrition- eating well-cooked food 

Eating freshly cooked food. 

X% Avoiding food that might be contaminated. 

Y Adequate exercise 

Y Seeking early medical care for infections 

Y Think positively, have hope and use time effectively 
V Discussing problems with a trusted friend or the counsellor and avoid isolation 
X% Avoiding smoking, alcohol and other drug use (all of which might decrease immunity) 
X Avoiding emotional stress, do not worry about HIV infection. 
VY Relaxing, do things that you enjoy, like listening to music, playing games etc., 
V Adopting practices for reducing stress such as meditation and yoga. 
X Avoiding exposure to infections such as tuberculosis and chicken pox. 

Not visiting someone who has tuberculosis, measles or tuberculosis. 

VY Changing lifestyle to avoid transmission 
VY Always using a condom while having sex or using other safer sex methods 


1 Al as | Ths “ - * ti 
ie . < ‘ - ope ol | 
wv ° fh * 6 iif 


IPED PIP <A 


ssestetiascnatasacenitcisia etna ALAMANCE 


A ttt a asusentsssstun snus ne 


Sit 


X Not sharing and always using sterilized needles and syringes when injecting drugs 
X Not donating blood, semen, breast milk or organs 


It is safe for a positive person to live with their families. In fact, it is the best place because they get the love anc 
affection of their family members. They are also not exposed to infections that are common 1n institutional 
settings. There is no fear of HIV infection spreading to other family members in the normal course of family 
life. However family members need to take care not to come into direct contact with the positive person blood 


and sexual fluids. In order to prevent infections: 


V Cover the hands with plastic or polythene bags/ latex gloves before controlling the bleeding. 
Blood spills should be flooded with bleaching solution and then mopped up 

V Blood stained clothing (such as after a bleed or menstrual blood in women) should be soaked in 
freshly prepared bleach solution for 20 minutes, washed and dried. Bleaching powder solution 
and boiling kills HIV. 

V Ensure that sterilised needles/syringes are used and if possible your own syringe and needle 
(to avoid getting infected). 

V Use of separate tooth brushes, razors, blades etc. 


VW | Sexual Issues Faced by HIV Positive Clients 


With sex being a taboo subject, most people find it difficult to broach the topic of safer sex with their partners 
In those cases where one of the partner is infected, the picture is complicated by one or all of the followin; 
reasons: 


Nv 1. The HIV infected person has still not disclosed his/her status to the partner. 

> 2. The HIV infected person does not feel comfortable in discussing the use of condoms or the adoption o 
|W safer sex practices with his/her partner. 
| fs 3. The suggestion by a partner that condoms be used within a supposedly monogamous relationship ma 
| V7 arouse suspicion and anger against the partner. 
| f 


Thus, the counsellor needs to cover the following issues with an HIV positive client: 

1. Refraining from penetrative sex - adopt other measures described in safer sex practices on p. 16 

2. Avoid unprotected intercourse i.e. use condoms in any situation where penetrative sex occurs. 

3. Discuss alternatives for sexual gratification (see table on safer sexual methods) 

4. Discuss problems in adopting these practices and their limitations, e.g. introducing a condom when 
partner has undergone a sterilization operation or, the use of a condom with a genital ulcer can raise m 
questions. 

3 An important issue to remember is that safer sex is most effective when both partners are informed 
| ° motivated. As far as possible, counsel both partners together. 


Kea 6. Even if both spouses are HIV positive, it is important to adopt safer sex practices to avoid re-exposure to 
virus. 


Demonstrate proper use of condom. 

It is important to discuss sexual issues openly, assess understanding and clarify myths, misconceptions 
doubts at the end. This is illustrated in the following example: 

A JOURS man was counselled regarding the use of condoms to prevent transmission of the infection to 
wife. However, three months later, on follow-up, the couple was not using any safer sex methods. Th 
explanation was that at the time of initial contact with the counsellor, the patient had tuberculosis and w 
physically unwell. However, now that he was ‘well,’ they assumed that he would not transmit the infecti 
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Such issues can be avoided by a detailed discussion and checking with the client or couple what they 
have understood. 
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9. Personalisation of risk. It is important to assess and discuss to what extent the client thinks he/she might 
transmit infection to his sexual partner and his attitude towards it. This is an important determinant for 
practicing safer sex methods. It is important to discuss sexual issues openly, assess understanding and 
clarify doubts at the end of the counselling session. 


10. Special issues: e.g. anal intercourse or oral intercourse only with condoms need to be discussed. 


Use of Alternate Therapies 


Most people when faced with an illness, for which there is no definite cure, opt for alternate treatments from 
other systems of medicine such as Ayurveda, Sidda, Unani, homeopathy etc. If HIV positive persons or their 
families ask your advice, how should you respond? 


Firstly, it is important to acknowledge that you are not sure about the efficacy of these medicines or their side 
effects. Secondly, the patient should be encouraged to ask questions from the practitioner of alternate therapy 
about the kind of benefits and the expected side effects. Some alternate therapies have the ability to decrease 
pain and distress without any major side effects e.g. massage, biofeedback, relaxation etc. Other medicines may 
improve appetite, reduce symptoms, and others may enhance the immune system. 


Certain other treatments, however, might suppress the immune system. Though there might be some initial 
feeling of well being gradually the condition might worsen. 


Itis important to find a reputed practitioner of alternative medicine. There are some practitioners who specialise 
in “curing” AIDS. Clients learn of them through advertisements and through word of mouth from other positive 
people. These practitioners charge exorbitant prices. It is important that the counsellors discuss these aspects 
with client initially, and weigh the pros and cons before they opt for any treatments. The local association of 
positive people can assist clients find appropriate practitioners. 


Planning for the Future 
A number of issues related to the future may need to be discussed: 


1. Marriage (especially in young seropositive individuals): Marriage is a sensitive issue. Just as positive 
people have a right to marry, their partners have a right to a healthy life. It is against the law for anyone to 
knowingly transmit HIV infection. Thus marrying without informing the partner is against the law. It is 
important to emphasise that it is not that marriage should not occur but safer sex should be always practiced. 
There are situations where positive people want to marry other positive people. Associations of positive 
people can help them find partners. Even:in such cases it is important to adopt safer sex practices, especially 
to use condoms correctly and regularly, in order to prevent STIs and/or re-infection with other strains of 
HIV. 


Pregnancy: The chances of having an infected baby should be discussed. HIV infection can pass from an 
infected woman to her baby during pregnancy, birth or after birth by breast-feeding. Not all the children of 
HIV positive women will be infected. Up to 30-40% may be infected. It should also be emphasized that if 
both the partners are ill, care-giving to the child may be difficult. Ultimately, in both the above situations, 
pros and cons are discussed and the final choice left to the client. (See p 8 in Chapter 3 Risk Reduction) 


The following case illustrates the dilemma of counselling a pregnant woman: 


Mrs. B is three months pregnant. Her husband is HIV positive and she has just found out that she too is 
infected. Both she and her husband are very upset because she had hoped that she would be uninfected. 
She does not have symptoms. They have been married for ten years and have desperately wanted to have a 
baby. They know that there are chances that the baby will be infected, but hope that the child will be 
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healthy. She is also aware that pregnancy and delivery may lower her resistance and she may develo, 


problems. They are anxious to do whatever they can to reduce the chances of infection in the baby. 


Intervention: Handling distress — 
Helping to understand ways of preventing vertical transmission -Enrolling into AZT prophylactic programm 
Exploring social support systems 

Planning for birth of the child and child care 


Mr. R and his wife were found to be HIV positive. They are married since 2 years and Mrs. R. was 4 month 
pregnant at the time of the antibody test. It was her first pregnancy. The couple started worrying when they gc 
to know that there are chances that their baby will be infected. At the same time Mrs. R’s health may deteriorat 
after the delivery. The couple on their own decided to abort the foetus and sought the counsellor’s help in thi 
regard. The couple was very disturbed about not being able to have children. The counsellor helped then t 
locate places for a safe abortion, but in many places the doctors refused because of the high risk in aborting 1 
the second trimester. Finally Mrs. R had a safe abortion with a skillful doctor. The couple, however, was ver 


disturbed. 


Intervention in this case will include: 
* Handling distress 
* Strengthening the marital bond 
* Helping them find alternatives 


3. Plans regarding care of the family, finances and job responsibilities Most clients are worried about whi 
will happen to their family, how they meet their medical expenses, what their family will do when the 
cannot provide for them etc. These issues should always be addressed. Discussing these problems, explorin 
alternatives and strategies and planning for all eventualities will reduce anxiety. 


Always communicate your availability to the patient in times of crisis or when any family problems aris 
Having access to a helping person can greatly improve the well being of the infected person. 


Remember that a supportive and caring atmosphere and regular contact with a health care profession; 
are some of the most effective ways of decreasing risk of transmission and ensuring responsible behaviot 
in a positive person. 


When should the patient be referred to a mental health professional 


Some positive people may develop mental health problems that counsellors may not be able to handle on th 
own. If the client has any of these problems they will benefit from consulting a mental health professional. 


When there are thoughts of suicide or attempts to commit suicide. 

When the client has marked sleep and appetite disturbance not explained by physical distress. 

When anger or depression prevents the patient from seeking health care or following doctor’s advice. 
When the patient has symptoms of dementia, i.e. decrease in memory, incontinence or impaired judgme 
When there is persistent and serious alcohol or injection drug use. 

When patient has symptoms of psychosis, i.e. the client is violent, laughs and talks to self or talks irrelevan 


When there is a past history of coping poorly with problems, alcohol dependence or suicidal attempt 
The following example illustrates the need for psychiatric intervention: 
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Mr. 5 ° a “year unmarried man, was found to be HIV positive when he was admitted to a general hospital 
meningitis. He gradually recovered from the infection. But soon his condition started to deteriorate and 


i: 


became slow. He had difficulty in recognizing people other than family members. Quite often, when he went out 
alone he could not find his way home. Family members started complaining that he could not remember many 
events. His comprehension skills were diminished. Initially, family members felt that he would improve and did 
not seek any professional help for this problem. Subsequently, he became incontinent (could not control his 
urination) and found it difficult to wear his clothes and footwear. He became anxious and fearful of interacting 
with people. 
Intervention: 
® Support to the family members 
@ Referral to a psychiatrist for proper management. 


This chapter considered what clients can do to cope with HIV infection and prevent transmission. It identified 
situations when counselling is required and when psychiatric consultation may be needed. The next chapter 
looks at involving at the need for involving family members. 
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Opportunistic Infections | LA | 


As the HIV infected persons immunity level goes down, they catch infections easily and get diseases that do not 
usually affect people with healthy immune systems. These infections are called opportunistic infections. A 
person, who has HIV infection and an opportunistic infection, a sign of Acquired Immune Deficiency Syndrome, 
AIDS. Remember although there is no cure for HIV infection, many of the illnesses in people with HIV 
ection such as TB or fungal infections can be cured with appropriate treatment. The counsellor should be |W 
ble to: |S 
¢@ Identify opportunistic infections early and make appropriate referrals v 
¢@ Provide support and encouragement for follow-up and completion of treatment 

# Cope with problems arising from tiredness, weakness, difficulty in accessing treatment, lack of social 

support, stress, feeling of helplessness, and depression due to pain. 


veryone who has HIV infection does not always develop AIDS. Many people with HIV infection feel and 
ook healthy, for a long time. After 5 to 10 or more years, some people (about 50%) develop symptoms of 
S. They have frequent common problems such as cough, fever, diarrhoea, and skin infections. Many people 
velop white patches in their mouth and throat due to fungal infection - candidiasis or thrush. This is not only 
ainful but also makes eating difficult. Diarrhoea, nausea, vomiting and fever also make the person weak and 
_ It is important to eat clean, healthy food often. Consult the booklet - Living with HIV for tips on how to 
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manage these opportunistic infections at home. This booklet also tells you when to refer the client for medic 


consultation. 

Others develop tremors and their memory deteriorates. Some have more serious conditions like tuberculos 
(TB), meningitis, tumours and fungal infections. In fact, tuberculosis is the most common co-infection wil 
HIV. In some countries people with HIV are automatically screened for TB. It is important to identify tuberculos 
early - any client with persistent cough, who is losing weight, and/or has low-grade fever, should be checked fe 
TB. Many people who are HIV positive have not only tuberculosis of the lungs, but of the brain and oth 
organs. These infections can be cured if the appropriate medicines are taken for the stipulated time perio 
Some positive people may have drug resistant tuberculosis, then they will need to be treated by experience 


physicians. The counsellor needs to: 


Help in recognising early symptoms of tuberculosis. 

Make appropriate referrals. 

Counsel the client and family members regarding prevention measures 

Encourage and support the client to complete the treatment. 

Help the client cope with side effects 

Assist the client and family members to cope with the problems arising from having 
tuberculosis. 
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Crisis Management: 


The course of HIV infection is not smooth; there are several ups and downs. After the person gets over tl 
initial shock of learning of HIV infection they may not face any problems for some time. However, problen 
related to disclosure, relationship with family members, workplace and development of infection may occur 
any time. The positive person and their family need help in coping with these crises. 


A crisis is a situation when the person is: 
1. Caught unawares. 

2. Intensely threatened. 

3. Unable to take decisions. 

4. Caught in an emotional turmoil. 


Examples of Crisis in the HIV Infection Care: 

When the partner gets to know about the result without the client’s knowledge. 

When clients want to get married and cannot reveal their HIV status to prospective partners. 
When a woman gets pregnant. 


Infections or symptoms set in, making the patient aware of his declining immune status. 
Problems related to stigmatization. 
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The following example illustrates the issue of family expectations and responsibilities in the life of an infec 
person and how counselling can intervene in the situation: 


Mr. M, a 26-year-old unmarried male, the only son of his aged parents, a fruit vendor, was found to be posit. 
in the antibody detection test. He is very worried, and on his request his parents were also counselled. He d 
not have any physical symptoms and hence, gradually started accepting the infection. However, he was fac 
many difficulties in controlling his sexual urge. His aged parents, on the other hand, raised the issue of 
marriage. This increased his distress. He began to blame himself for not being able to fulfill his parents’ wish 


He started crying during the nights, his sleep and appetite became disturbed. He became weak with frequ 
infections. 
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Intervention: 
* Emotional support 
* Improve his physical health 
* Helping him prioritize the problems 
* Alternate activities for a healthy preoccupation 


The risk for suicide at different crisis points in an HIV positive person’s life has to be recognised. Family crises 
such as that described in the above example: financial problems; breach of confidentiality; disease progression; 
social crises; experience of chronic pain; and the experience of stigmatization, have to be handled with care. 


Counselling During a Crisis 


Clients can be given support during a crisis in the following ways: 


Assess the problem clearly. 

Divide the problem in smaller parts. 

Help the individual to generate solutions. 

Weigh the pros and cons of each solution- help them choose the best alternative. 
Let the client express anger, hurt and frustration in the counselling situation. 
Enlist the support of friends or family members. 


Suicide and HIV infection 
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HIV infection, a life long, life-threatening infection causes such an enormous emotional upheaval in an infected 
individual’s life, that it may lead to severe depression. Suicide has been considered a natural outcome. However, 
suicidal ides are much more common than an actual attempt. If a client appears depressed, or if the client is 
facing difficult circumstances, it is important to assess for suicidal ideas. Simple questions such as - 


- Sometimes do you wish you were dead? 

- Do you sometimes think you would be better off dead? 

- Do thoughts of ending your life come to your mind? 

can be used as screening questions. If the client say “yes” to any of these questions, inquire further. 


Risk Factors for Suicide in Positive People 

1. Diagnosis of HIV infection 

There is a high risk of suicide in the period following diagnosis of the infection. Factors that lead to suicide at 
this stage (6-8 weeks following disclosure) are: 

# inadequate pre- and post-test counselling, 

@ the manner in which news is revealed, 

@ the lack of emotional support. 


2. Stage of Disease: 


As aclient’s immune system deteriorates and the disease progresses, there is an increase in suicidal thoughts or 
ideas. Presence of dementia and organic brain syndromes also lead to a higher incidence of deliberately causing 


harm to oneself. 
3. Psychosocial risk factors 


The following risk factors have been identified as high risk for suicidal thoughts or ideas. These are: 


¢ Multiple psychosocial stress factors 
¢ Feeling of being isolated 
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Thinking of oneself as a victim 

Denying one’s HIV status as the main and only defense mechanism 
Substance abuse - abusing alcohol and other drugs 

Feeling that one has poor social support 

Unrelieved pain 

Attempted suicide in the past 
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Handling Suicidal Ideas and Attempts 


Suicidal ideas in any person, particularly with any of these risk factors should be taken seriously. Steps in 


management are- 

1. Assess seriousness of intent (ideas or attempt) 

2. Assess factors that may be contributing to the suicidal ideas - e.g. pain, poor supports, stigma, and isolation. 

3. Continuous support and monitoring is needed, if the suicidal thoughts are strong or if the client has made an 
attempt. This can be done in a hospital or a care facility that is equipped to handle such problems. 

4. Discuss with the client options and how his/her distress can be relieved. 

6.Refer the client to the nearest mental health facility if you feel the person may commit suicide, is severely 


depressed or your centre lacks facilities. 


Opportunistic infections become more common as HIV infection progresses, these infections can be painful and 
debilitating. Counselling needs for positive people with HIV infection are discussed. Crisis situations relating to 
impairment of health, loss of a job, a loved one or difficulties in the home and work environment are discussed. 
Risk factors for suicide and ways of handling suicidal ideas and attempts are reviewed. The next chapter highlights 
the need for involving the family in HIV/AIDS counselling. 


CHAPTER -8 


FAMILY COUNSELLING 
IN HIV/AIDS 


In India, families are the major source of support for most people. Seldom do individuals take decisions b’ 
themselves. Even when a person goes to a hospital, family members accompany them. In such a situation, it 
amportanit to involve family members in counselling sessions, as family members will be providing emotions 
and practical support. In the West individual counselling is emphasised, but in India couple counselling an 
counselling of family members has proved to be very useful. At the same time it is essential to remember that th 
positive person's HIV status should not be revealed to even close family members without his/her consent. Th 
benefits of revealing HIV status to close family members who will offer care should be explained to clients. 


a Je padteaped has HIV infection it affects the whole family as it affects the role that family member 
play in the family - for instance a father may not be able to earn a living, a mother care for her children, childre 
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are stigmatised because their parents are positive. Focus shifts to the family member who is infected and others 
may feel neglected. It is difficult for family members to watch a loved one in pain. Thus, family members of 
positive people are under great stress, they may feel guilty, helpless and hopeless. They too require the help of 
a counsellor. 


Family counselling in HIV/AIDS mainly aims at: 
1. Improving care of those with HIV infection in their families. 
2. Helping family cope with the distress and restore normal functioning. 


Issues that Family Counselling Needs to Address: 


It is evident that not only the individual who is infected with HIV but also the family members face a high 
degree of stress. The common issues that require counselling are mentioned below: 
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Disclosure: Helping the positive person in disclosing the HIV status to his/her family members is an important 
aspect of HIV/AIDS counselling. This has to be done carefully. The counsellor can help prepare the individual 
to disclose their status or actively help the individual in the process of disclosure. There is no urgency in 
disclosing HIV status to family members, though safer sex practices need to be adopted to prevent transmission 
to the partner. 


The counsellor needs to assess the family member’s attitudes towards HIV/AIDS and towards infected individuals, 
and thus anticipate how they will react. The counsellor also needs to help the positive person weigh the benefits 
of revealing or not revealing their status to a particular family member. The counsellors can employ their 
counselling skills and knowledge of HIV/AIDS to influence and bring about a positive attitude. The counsellor 
should address the family members’ fears and worries. 


Revealing HIV status to children raises special issues. What and how the disclosure is made will depend to a 
large extent on the age of the children and their ability to understand the nature of the illness. Often it is best for 
the parents to tell their children. The counsellor can help the parent to plan what they will tell the child. Is it 
enough to tell the child that the parent is sick? Should the parent tell the child he/she has HIV/AIDS? Will the 
child be able to keep this “secret?” The parent can talk to child, listen to its concerns, and answer the questions 
the child raises. Adults often underestimate what children know and understand. Children are very sensitive and 
sense the “atmosphere” in the family. They know something is wrong. They may imagine things are far worse 
than they really are. 
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Due to the discrimination and stigma associated with HIV/AIDS many parents may not wish to disclose their 
status. A parent may decide to tell an older child and not a younger one. The right time to disclose the status may 
also depend on the stage of the illness. A parent may want to prepare the child to the possibility of death. 
Disclosure helps communication within the family and also shields the family from inadvertent disclosure from 
relatives, friends or other caregivers. 
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Once the status is disclosed to the child it is important to continue to listen and talk to the child. The child may 
need time to think and several questions and concerns may crop up in time. Many children cannot express their 
fears and anxieties verbally. Their play and drawings show their inner fears. A trained professional can help 


these children. 
Family Education: The family needs information regarding HIV infection, routes of transmission and how this e = | 


cartbe-controlled. Family members are mainly worried whether the infection is contagious. They are concerned 
about the reaction of the extended family and community. Positive message on HIV/AIDS will result in a 
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ive attitudes due to lack of knowledge, stigmatisation, 


Negative Attitudes: Family members often develop negat ir 
overload of responsibilities and poor interpersonal 


burden on other family members in terms of finances, 
relationships. 


Mr. S, a marketing officer, is HIV positive. He was very sick and was admitted in the hospital for treatment. In 


the hospital, his mother, his primary caregiver, did not seem to be taking proper care of him. He was often left 
in the room alone. On talking to the mother, the counsellor found out that before becoming ill, Mr. S did not 
have a cordial relationship with family members. He was helpful to others but always found fault with his 
parents and other siblings. They held him responsible for contracting HIV infection. They were worried whether 
they could “catch” it from him. They were also concerned about what to tell other relatives and how they would 
react. They were not very well off, they did not know whether Mr. S. could afford to pay his hospital bills. 


Intervention: 


Help improve family relationships 
Knowledge of HIV/AIDS 
Explore other support available 
Link with support group 
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Life Issues in the Family: Issues related to infected individuals’ marriage and child bearing often becomes a 
major concern to family members. Family members need help in accepting reality and come out with alternate 
responses to their problems. 


Mr. M, 30 years old, was the only child of aged parents. He was pampered as a child, and the parents are 
affectionate and caring. At times, the parents are over involved. They refuse to let the patient be independent, to 
carry out his daily chores, even though he is capable of taking care of himself. The family has not disclosed M's 
HIV status to anybody and there was mounting pressure from relatives and friends to arrange M’s marriage. 
His mother gets upset whenever relatives bring up this subject. M cannot handle the situation and drinks to 
excess whenever his mother expresses her worries to him. 


Intervention: 

¢ Encourage parents to let M take care of himself. 

¢ Help them decide how they will handle the issue regarding M’s marriage 
¢ Discuss the negative effects of drinking 

¢ Assist M to find alternative ways of coping with stress 


Improving Social Support: Fearing discrimination and stigmatisation, families reduce their contact with relatives 
friends, neighbours Institutions and hospitals. This reduces the social support that the family has and the family 
burden increases. As adequate social support always reduces family burden, the counsellor should help them t 
strengthen the support they already have and to locate additional sources of support. The counsellor should als« 
address the feelings of discrimination and stigmatisation. 


Safer Sex: Practice of safer sex is always a major issue when one or both partners are infected with HIV 
Couples need to be counselled on condom use, safer sex activities and help them perceive the risk of transmissiot 
of the virus when one of the partners is infected. The need to use condoms even when both the partners ar 
infected should be emphasised as they can become re-infected with the same or another strain of HIV or sexuall 
transmitted infection. The need to prevent HIV infection during pregnancy and breast-feeding should be stressec 


Communication and Problem Solving: Fear and the discomfort of talking about HIV affect the communicatio 
between the family members. Lack of communication leads to misunderstanding and inadequate probler 
solving. Talking about sexual behaviour in a matter of fact way and encouraging them to do the same ca 


reduce their discomfort of talking about sensitive issues. Their communication and problem solving skills can 
be improved by assigning them common tasks such as planning their finance now that one member of the 
family cannot work or arranging their work schedule when the positive person needs full time care. 


A family might respond either positively or negatively and the factors, which determine this response, are: 
|. HIV/AIDS knowledge 
2. Moralistic attitude of the family members 
3. Past patterns of Interactions and coping skills of the family members 


Children Affected and Infected by HIV: HIV adversely affects Children in the family. To begin with they 
may have to face discrimination in the school and community. They may not find admission in schools. They 
may have to take family responsibilities as their parent/s is/are sick. They may have to leave school and take up 
a job. 


Most children who are infected acquire the infection through vertical transmission (from mother to child). 
Some, however, may be infected through the sexual route. A few of these may be sexually abused or coerced 
in some manner. The counsellor will need to deal with these issues as well. In such cases, it might be worthwhile 
to refer to a professional. 


Family Needs and Concerns during different Stages of HIV Infection 


One also has to keep in mind that the family needs and fears vary across the stages of HIV infection. The 
concerns during: 


Asymptomatic Stage 


. Disclosure and stigma 
. Maintaining safe interpersonal and sexual relationships 
° Life issues ( marriage, pregnancy etc.,) 
° Worry about falling sick 
° Infection control 
Symptomatic Stage 
* Treatment including alternative medicine 
7 Medical expenses 
. Dependency of the patient 
a Change in the family members’ roles 
° Potential death of the patient 
. Managing patient without help and support 
. Guilt 
* Burnout 


Death and Last Rites: After death, the last rites bring the whole family and community together. It is also the 
time that large number of people come to know the HIV positive status of the deceased from the way the body 
is wrapped in polythene sheets etc. Confidentiality and privacy that may been maintained throughout the course 
of the illness are violated and the family may face severe discrimination. Several organisations that at concerned 
with rights and concerns of PLHWAs are evolving guidelines on how to handle this issue. Although it is best 
not to handle the body, persons wearing a plastic apron and gloves can handle the body. It is recommended that 
the body orifices - nose, mouth, anus etc. be plugged with cotton soaked in bleach solution (1 part bleach to 1 
part water). The body can be wrapped in a white sheet and the face left uncovered. It is best to cremate the body, 
but the body can also be buried in a deep grave. (For more details see Navajeevana, published by KNP+, 


. O. Box 2325, Bangalore, 560 023). 
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Family Interview: 
While interviewing family members follow the communication techniques that guide you in counselling. I 
addition, be careful not to take sides with one family member, do not appreciate or criticise. Do not reveal whe 


one family member has told you in confidence to another. 

e Always use ‘open ended ‘ questions and never use ‘close ended’ questions such as “Is your family burdene 
because of HIV?” Instead ask, “ tell me how your family affected HIV infection?” Responses to open-ende 
questions give better understanding of family relationships and perceptions, and probing will be possible. 


© Be Neutral, never support or criticise any family member’s views or actions whether their views mate 
with that of yours or not. By doing this all the members feel respected and given equal importance. The 
are also likely to discuss matters openly with you. 


e Give Equal Chance / opportunity to all the family members when you want them to reflect on any particulz 
AI issue. E.g., Counsellor to father - “Tell me what was your reaction when you got to know about your son’ 


) HIV status?” Then the counsellor asks the mother, “Now tell me what was your reaction?” 


e Never-criticise or appreciate any family member directly. Otherwise you cannot maintain being neutral. 


| x | e Always observe non-verbal communication between the family members as this gives the counsellor clue 
| “ | to family relationships and interaction patterns. For e.g. noticing family members sitting arrangement, wh 
| ‘ ) is sitting next to whom. Facial expressions of other family members when one of the family members | 
= | talking. Non-verbal communication provides counsellor information about which family members have 
1. Close relationship and about strains and stresses in family relationships. 
| | = Family Assessment: Prior to planning an intervention it is important to assess the family’s knowledge leve 
| K | attitudes, interaction patterns resources and support. 
| Vv : 1. Assess family members’ knowledge regarding HIV/AIDS 
| | AS | 2. Assess family members, _attitudes towards HIV/AIDS and infected family members. 
| | v ) 3. Past adoptive patterns (i.e) how family is coping with stressful situations in the past. 
: | ZN ) 4. Interactions patterns in the family (i.e) communication between family members on various issue 
: | Ty, | 5. Social support : Support from extended family , relatives, friends, hospitals, voluntary organisation: 
| A | religious institutions etc. 


Avé| Interventions: should based on family assessment made by the counsellor and specific needs expressed by th 
1 ZN] family members. Intervention should focus on: 


Providing correct information about HIV/AIDS 
Reducing fears and misapprehensions 

Reducing the burden on care givers 

Improving communication and problem solving skills 


Improving social support and creating a sense of “we” feeling amongst family members 
Care at home. 
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However, always remember that intervention should be done keeping the family needs in mind. 


The involvement of the family in caring for the person with HIV/AIDS is crucial. In India the family offe 
Support, succor and care. The family too is under a great deal of stress and needs the services of a counsell 
The need mvt access to correct information /education, overcoming negative attitudes, developing positi 
communication and supportive relationships, and issues related to children are explored. Family interview 
assessment are outlined. The next chapter discusses palliative care in HIV/AIDS. 


CHAPTER -9 


\) PALLIATIVE CARE 
IN HIV/AIDS 


Introduction 


The prevalence of HIV infection has been steadily increasing. In the earlier stages of the epidemic, i.e. till the 
mid-nineties, the focus was more on positive persons who did not have symptoms. In the current stage, many 
people have AIDS and some are terminally ill. 


Caring for persons with AIDS offers several challenges. Firstly, scarcity of resources in our country, especially 
lack of anti-retroviral drugs (drugs that act against HIV) and drugs for several opportunistic infections, requires 
that we think of cost-effective and cheaper ways of management. Secondly, as AIDS is a chronic disease with 
recurrent problems, clients occupy hospital beds for long periods of time, making it necessary to develop 
community based care facilities. Finally, the stigma and attitudes associated with AIDS makes the role of a 
caregiver even more difficult. 


Further, persons with AIDS may also belong to other marginalised groups such as injection drug users, sex 
workers or the gay population. While dealing with terminal illness in these groups it is important to be non- 
judgemental. It is also important to realise that these persons may have very poor personal resources, inadequate 
social supports and are also more vulnerable to developing psychological problems. 


Physical Problems in Terminal AIDS 


AIDS is characterised by multiple opportunistic infections. In the terminal stages, the client due to poor immunity 
may have several of these infections. Common infections in the Indian context are oral and oesophageal 
candidiasis (white patches -thrush in the mouth and throat), diarrhoea, tuberculosis (TB), pnuemonia caused by 
Pneumocystis Carinii and skin infections. As HEV affects the nerves and the brain, neurological problems such 
as tubercular and cryptococcal meningitis, toxoplasmosis and AIDS dementia are common. In addition, clients 
may have pain and tingling in the hands and feet, and Herpes Zoster (shingles) which are painful conditions. 
The client may also lose weight, become very thin, and also have dark patches and loose hair. 


Common distressing symptoms encountered because of these conditions are fever, loss of appetite, wasting, 
breathlessness, diarrhoea, itching and fatigue. Pain is a common symptom and occurs in nearly 60 to 70 % of 


clients. 
AIDS Related Mental Disorders 


People who have AIDS have problems with memory, understanding and thinking. AIDS-related dementia is a 
common condition in terminal HIV illness. Clients become slow and forgetful. This condition may progress 
rapidly and the person becomes disoriented, confused and have difficulty in remembering. These conditions are 
often associated with problems in walking and holding urine. The presence of diseases such as tuberculosis and 
meningitis increases the progression of AIDS dementia. In the early stages it might be mistaken for depression 
and any client with slowness and forgetfulness should be screened for cognitive deficits. 
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The management of dementia includes: 


e Environmental changes. in the form of a safe place to stay , - non-slip surfaces, handles etc. 

e Orienting interactions- introducing yourself and saying we met yesterday and discusssed such and suc 
Calling the person by name, and saying this is so and so place and you have been here for so long 

e Memory aids in the form of diaries or calendars. . 3 

In later stages as the cognitive functions deteriorate, clients need care for all daily activities. 3 

States of confusion and disorientation are common in persons with AIDS and can be handled medically. 


Issues in Palliative Care 
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Palliative care begins when the patient no longer responding to medical “curative” treatment and the lj 
expectancy is relatively short. Palliative care aims at providing comfort to the patient- to relieve symptomisg 
manage pain, to provide support and care during the last phases of a disease so that the patient can live as ful 
and comfortably as possible. The aim of palliative care is not to cure, but to make the patient’s remaining ti 
meaningful and comfortable. Palliative care includes the care of both the patient and the family. It is usua 
provided by a multidisciplinary team that addresses physical, psychological, social, and spiritual needs. T 
care extends, if need be, to support during bereavement. 


Care of the terminally ill in HIV/AIDS aims at reducing psychological and physical distress, by decreasing pi 
and other symptoms. It includes: 


Affirming life and regarding dying as a normal process 

Allowing the illness to take its own course - neither hastening nor postponing death 

Providing relief from pain and other distressing symptoms 

Integrating psychological, social and spiritual aspects of care so that clients may come to terms with th 
own death as fully and constructively as they can 

¢ Offering a support system to help clients live as actively and creatively as possible until death 

¢ Offering a support system to help families cope during the clients illness and in bereavement 

The goal of palliative care is to ensure the highest possible quality of life for both clients and their families 
In HIV/AIDS, palliative care offers a challenge for several reasons. 
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Course of Illness 


A person with HIV infection has periods of relative well being alternating with illness. These ups and dov 
uncertainty and unpredictability cause concern in both the client and their family. Unlike other conditions s 
as cancer where there is some boundary between active and palliative treatment, in AIDS it is seldom c 
when active intervention stops and palliative treatment begins. For instance, a person with cryptoccocal meniny 
might appear very sick and about to die, but may regain health with antifungal treatment. On the other han 


7 person with pulmonary tuberculosis (TB), because of having poor immunity, may not be able to survive des 
‘4 timely treatment. 

4 x When positive people enter palliative care programs, they often have multiple opportunistic infections 
\o | as drug “yr or prophylaxis. The prognosis, treatment and recurrence for « 

iva illness is variable, making it difficult to decide whether to initiate i iati 

| | Y| ma aan e intensive treatment or palliation. These 
AN owns in the health status offer a challenge to health care providers and to clients who can never pre 
I =t when the condition is really terminal. 
LA 


| oA | Handling Multiple Losses 


One of the major problems in counselling persons affected by HIV/AIDS is the issue of multiple losses. Prob 
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in no other disease does this factor influence a person’s well being as it does in HIV infection. Quite often a 
person has to deal with the death of a spouse or partner, impending death and disease of a child and the presence 
of infection in oneself. The emotional and care giving burden can be immense in such a situation. 


It is important to address this with the client to assess ways in which he or she is handling the stress. Offer 
alternatives such as sharing the burden of care giving with other family members or friends and getting in touch 
with an organisation that can offer help in times of crisis. PLWHAs (People Living with HIV/AIDS) may have 
also witnessed the death and suffering of their spouse and child which might trigger fears regarding their own 
death. These also need to be discussed. As mentioned above, dealing with multiple losses can be a challenge to 
both client sand professionals. Under these trying circumstances, the client may often not have grieved adequately 
for his/her child or spouse. 


Isolation and Rejection 


Persons with HIV infection may often belong to marginalised groups such as Injection Drug Users (IDUs), sex 
workers or may be homosexuals. Even if they do not belong to any marginalised group, they have to deal with 
isolation and rejection from families’ friends and occasionally from health care providers. This lowers their 
sense of emotional and social support that is so essential for dealing with illness and death. Often palliative care 
providers may be their only support. Care, in these cases, needs to be holistic and provide an alternative support 


system. 
Pain 


Like in clients with cancer, management of pain is a very important part of palliative care in HIV/AIDS. Pain 
could be due to neuropathies, oral and oesophageal candidiasis or headache due to neurological infections. 
Nearly 70 - 80 % of clients with terminal HIV/AIDS have undetected pain, which causes significant distress. 
Pain is often complicated by depression or anxiety. It has been noted that unrelieved pain is a frequent cause of 
suicidal attempts among PLHAs. Comprehensive pain management is hence very important. 


Dealing with Terminal and Serious illness 
Caregiver Related Issues 


Caring for someone with a serious or terminal illness and a disease like HIV infection can be difficult and 
emotionally exhausting. It is important that in situations of stress, the caregivers find ways of coping with their 
own difficulties. 


Caring for HIV infected individuals or persons with AIDS raises a number of personal issues and dilemmas for 
the caregiver. They should be aware of these and deal with them appropriately. Some of these issues are: 


1. Inability to face the client’s physical deterioration 
2. Difficulty in addressing issues of death and dying directly with the client. 
3. Creating an emotional distance from a client in order to be able to face potential loss if something happens 


to the client. 
Fears of contracting disease. 
Inability to handle hopelessness in the terminally ill and deal with wishes for death or euthanasia. 


of Psychological Treatment 


addition to the basic tenets of therapy in the physically ill, specific goals of treatment in this group of clients 


Helping clients to maintain control over their lives and finding a ‘meaning’ in their existence. 
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Handling feelings of denial, anger and despair. 

Overcoming feelings of guilt and self-blame. 

Helping individuals resolve issues and communicate effectively with spouse and family members. | 
Helping clients identify and handle unfinished business in relation to work, family, interpersonal relationship: 
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and spiritual issues. 
Alternatives to Hospital Care 


Home Care 


With scarcity in resources and lack of hospital beds, home care seems to be one of the most viable alternative 
for care in AIDS. Home care also ensures that the family participates in treatment and also decreases the stigm 
associated with AIDS. The community can in this way participate in care. However, care should be taken t 
handle any confidentiality issues as many clients and their families might feel exposed because of the presenc 
of a health care worker in their home. Simple methods of symptom control and infection control, both to an 
from the client, can be taught to the family. 


Hospice and Respite Care 


Hospice services and respite care are viable and useful alternatives when the physical condition of a perso 
prevents him/her from staying at home and the hospital is not able to support a long stay. Respite care offer 
facilities for the terminally ill client to be in an environment with basic medical and nursing facilities till suc 
time that he/she can be taken care at home. Most clients with AIDS may need to go in and out of such respi 
care facilities due to the recurring nature of their problems. It also helps families in times of medical an 
psychosocial crisis by offering a comfortable place for the client to stay without the problems of a hospital stay 
Individuals with poor social supports, those with young children and no partner, or those with poor famil 
resources find respite homes a very useful alternative. 


In the terminal stages, hospices with their holistic care approach also offer a safe sanctuary for persons wit 
AIDS. Many persons do not like to die at home due to the stigma and negative attitudes and the impact it ma 
have on the family and hence find the hospice a peaceful place to stay till the end. 


Towards the last stages of HIV infection, PLWHAs develop multiple infections and disabilities that affect bot 
their physical and mental health. This chapter discusses some concerns related to coping with multiple losse 
pain, isolation and rejection, this causes a tremendous burden on caregivers. Home, respite and hospice cai 
offers some alternatives to hospitalisation. The uncertainty, multiple health and social problems among PLHW 
causes considerable stress in staff; the issues related to this are discussed in the next chapter. 


CHAPTER - 10 


STAFF STRESS & 
BURNOUT IN HIV/AIDS 
RELATED WORK 


Staff stress or staff satisfaction is usually the result of the dynamic interaction between the person who is 
holding the particular job and the environment in which he/she works. A job becomes stressful when there are 
competing demands, poor resources, unclear role definitions, lack of teamwork, uncertainty, and emotionally 
draining. Staff stress is of particular concern in the caring professions and more so when it involves the care of 
the dying or serious illnesses such as HIV/AIDS or cancer. 


Some of the common causes of stress in caring for the seriously ill are: 
Role Stressors: 


The strain of looking after dying and persons with serious illnesses often shows itself among professionals. 
Staff might often report difficulty in fulfilling their own performances and expectations. 
e Feeling that time is short 
e Curing vs. caring dilemma- most health care providers are trained to offer curative care, it is difficult 
for them to accept that their efforts may not be giving the desired results. This causes great stress, as 
they begin to question the effectiveness of the care they are offering. It is also sometimes difficult to 
decide when to stop curative treatment and switch over to measures that bring comfort and relief to the 
patient. 
e Being both a professional and a friend 
e Feeling inadequately prepared to deal with emotional needs 
e Not having enough knowledge about handling symptoms 


Client Related Stressors: 


Dealing with “difficult clients”, for example - 
e Those having problems accepting their HIV status 
e Clients who are angry and hostile 
e Those who abuse alcohol or drugs 
e Young clients and children 
e Negative responses in family members and inadequate resources 
e Clients with whom the staff identifies or develops a personal relationship 


Dealing with psychological problems in clients has been found to be more stressful than dealing with physical 
problems. 
Factors Leading to Stress in HIV/AIDS Counselling and Care 


Many factors cause stress in staff working with PHLWAs, they have to provide care with limited resources, 
cope will feelings of hopelessness and helplessness, and sometimes face discrimination because they work with 
people who have a stigmatised illness. Some factors that cause stress are: 


Limited treatment options and poor resources 

Secondary stigmatisation of working with a stigmatising disease 
Illness - Disease, disability and disfigurement 

Dealing with sexual issues 


Identification with the client and intense personal involvement 
Dealing with people who have alternative lifestyles such as Substance users, Sex workers, Homosexuals et 


Fear of infection 
Exposure to death and multiple losses 
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Manifestations of Stress: 


Stress can manifest in many ways, it can cause physical and psychological symptoms as well as disrupt soci: 
and family relationships. 
1. Physical symptoms such as fatigue, sleeplessness, feeling nervous, tension pains and lack of appetite. 
2. Psychological symptoms could be in the form of depression, irritability, lack of motivation and drive, grit 
and guilt, which are closely linked and may occur soon after the death of a client. 
3. Behavioral symptoms may manifest as staff conflict and rivalry. They may also manifest as problems i 
the job or interactions in the home. 


Burnout 


Burnout is described as a condition of extreme staff stress and is a set of responses involving - 

¢ Emotional exhaustion 

¢ Depersonalization that is manifests as unfeeling or indifferent attitude towards clients 

¢ Low sense of personal accomplishment - a tendency to evaluate oneself negatively and dissatisfaction wi 
accomplishments 


Professionals with a high level of motivation can achieve peak performance if they work within a positi 
environment. If the environment is stressful and discouraging, they develop burnout. 


Burnout has been associated with work overload, role ambiguity, role conflict, time and staffing limitatior 
lack of advancement, poor work relations, lack of a leader or peer support, increased demands by clients ai 
families and frequent exposure to hopeless situations and to death and dying. 


Individuals who have a sense of mastery and control over difficulties of life and a problem free coping sty 
tend to have less burnout. 


Methods of Coping with Stress 


I. Effective teamwork is found to be very important. When team members feel that they belong to a tea 
‘which knows what it is doing’ (team philosophy), knows how to get team members to work towat 


defined professional and personal goals (team building) and knows how to support one another (tea 
support), they can cope with stress. 


2. Regular team meetings that facilitate communication, education, evaluation and reflection on the te 


work, shared decision making and acknowledging goals achieved are important ways of effective worki 
and stress management. 


Team in-service education with emphasis on specific topics such as grief and bereavement, death educati 
Symptom management, family management and stress management. 


4. Staff support groups leading to - 
e Greater awareness of self and work 
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Catharsis and ventilation 

Communication 

Conflict management skills 

Support in face of difficult situations 

Periodic meetings with psychiatrists and religious persons 
5. Grieving in the form of memorial services or death rounds. 

6. Maintaining records, journals and memory books. 

7. Sharing non-work related social activities as a team 
8. 
9. 


Clear job descriptions with reasonable work loads and stimulating work environment 
Taking time off for a short change in the nature of work 


Personal Coping 


1. Support from family and friends 
2. Acquiring a sense of competence, control and pleasure in work. 

This may be by: 

e seeing the client obtain relief 

® positive feedback from the client and family 

e empathic contact with clients 

e assisting client and families to cope 

¢ witnessing the smooth termination of life 
Accepting that there will always a limit to what one can do 
3. Lifestyle management - 

e having outside activities 

e physical activities and diversions 

e non- job and non- HIV/AIDS related interactions 
e taking time off 
3 
e 


adequate nutrition and sleep 
meditation and relaxation 


Developing a personal philosophy regarding illness, death and one’s role in caring for an ill person. 
Developing self-control, using humour, learning from mistakes and sharing frustrations. 
Maintaining self-esteem and valuing personal worth by evaluating gains achieved. 

Recognizing that you are here not to prevent death but to make dying easier 
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Staff Support Groups are an important part of handling staff stress. 


Support groups help in the following ways -- 

1. Education regarding management of physical symptoms 

2. Training in handling emotional reactions among clients and their families 

3. Training in communication skills 

4. Handling staff stress 

5. Case supervision especially in ‘difficult situations’ 

6. Supervision in crisis situations 

One of the main aims of a support group is early detection of staff stress and its management. The moderators 
are preferably people outside the organisation, preferably mental health professionals who are skilled at detecting 
and dealing with staff stress. The frequency of support groups should be based on the needs of a particular team, 
however, atleast one meeting a month has been found to be useful. 
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In every group meeting, members are encouraged to express their feelings an 


f Staff Stress: 
Assessment of Sta s how they cope with th 


difficulties in dealing with the terminally ill and their families. Members also discus 
stress and suggest healthy methods of coping with stress. 


Management of Staff Stress: In the group meetings, listening, sharing and learning deal with staff stres: 
Each group member is encouraged to talk about experiences that they found stressful 0 the last few week: 
Common themes leading to feelings of anger or helplessness among the staff are identified and other grou 
members discuss possible reasons of stress and share similar experiences. Quite often the sharing process itse 
leads to a decrease in perceived stress. Sometimes the helplessness is related to lack of knowledge in symptor 
control or in dealing with psychological distress. If this is identified, teaching sessions and discussions 0 


that particular speciality or subject are held. 
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APPENDIX 1 


Glossary of HIV/AIDS Terms 


AIDS - the abbreviation for the Acquired Immuno-Deficiency Syndrome - a collection of diseases and conditio1 
caused by the human immunodeficiency virus. This virus weakens the immune system that protects again 
| disease. People infected with HIV can remain healthy for a number of years. Over the years, as the immu 
AN | system weakens people who are infected with HIV develop opportunistic infections, and AIDS. 


7 ) Asymptomatic HIV Infection -The stage of HIV infection prior to the development of illness or clinical sig: 
and symptoms. 


x Confidentiality -The protection of personal data and test results in order to ensure the rights and the welfare. 
=| the individual from whom such data are collected. Only the individual and the health professionals direct 

Fa involved in the care of the individual are aware that certain tests were performed and can have access to te 
results. This information is not furnished under any circumstances to any other person without the individual 
explicit consent. (See testing). 


Counselling- Dialogue between a person in need and a care provider with the aim of reducing the stressf 
impact of HIV/AIDS on the individual and preventing transmission of HIV infection. Information, educati: 


and psychological support are given in a way that allows the individual to make decisions that facilitate heal 
promotive and preventive behaviours. 


Discrimination- To make a distinction or to apply a measure which has a disproportionate impact or to gi 
unfair treatment, on a categorical basis, for example, on the basis of a person’s sex, sexual orientation, ethnici 
nationality, religion or any other such status, actual or assumed. 


HIV -(Human Immunodeficiency Virus) is the virus that causes AIDS. Two types of HIV are currently now 
HIV-1 and HIV-2. World-wide, the predominant virus is HIV-1. Both types of virus are transmitted by sexi 
contact, through blood, and from mother to child, and they appear to cause clinically distinguishable AIL 
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However, HIV- 2 is less easily transmitted, and the period between initial infection and illness is longer in the 
ease of HIV-2. Both HIV-1 and HIV -2 are present in India. 


Infection with the human immunodeficiency virus HIV infection is primarily a sexually transmitted infection, 
passed on through unprotected penetrative sex. The virus can also be transmitted through blood transfusions, 
the use of unsterilized injection equipment or cutting instruments and from an infected woman to her fetus or 
‘nursing infant. While some individuals experience mild HIV-related disease soon after initial infection, nearly 
all then remain well for years (see Asymptomatic HIV Infection). Then, as the virus gradually damages their 
immune system, they begin to develop illnesses of increasing severity, characterized by various combinations 
of symptoms and diseases, such as - diarrhoea, fever, wasting, fungal infections, tuberculosis, pneumonia, 
lymphoma, failure to thrive and Kaposi’s sarcoma. 


Immunodeficiency -The inability of the immune system to satisfactorily protect the body, which results in an 
increased susceptibility to opportunistic infections - for example tuberculosis, and cancers. 


Incubation Period- The time interval between infection and seroconversion, the onset of the clinical signs or 
symptoms of HIV-related disease or the onset of AIDS. The term should always be used with reference to one 
of the specific events. 


Infectiousness - The relative ease with which a disease is transmitted. The degree of infectiousness of HIV 
varies over the course of the incubation period, and is probably highest when people are first infected (prior to 
development of antibodies) and when they are symptomatic. 


Intervention -A set of activities through which a strategy is implemented. For example, promoting safer sexual 
behaviours is one intervention to reduce sexual transmission of HIV. 


Intravenous- Within a vein or veins. It is the introduction of a solution into a vein, usually through a needle. 


Invasive- Used to describe any practice which involves the insertion of an object or instrument into the body. 
An example is tattooing (during which intact skin is pierced). In medicine, an invasive procedure is any procedure 
which involves the placing of an instrument into the body cavities or which requires the piercing or puncturing 
of intact skin. 


Low-risk Blood Donor- A person who is at low or little risk of carrying infectious agents in his/her blood - 
usually people who donate their blood of their own free will and receive no payment for it, either in the form of 
cash or in-kind which could be considered a substitute for money. 


Opportunistic Infections- Infections that are caused by microorganisms which the body’s immune system is 
normally able to fight off. When the immune system is weakened or destroyed, as in HIV infection, opportunistic 
infections can then take hold. For example, oral thrush is caused by a fungus which is normally found in the 
mouth but which does not usually cause infection in people with a healthy immune system. 


Palliative Care- Affording relief of symptoms but not a cure for AIDS. 


Perinatal- Pertaining to or occurring during the periods before, during or shortly after the time of birth; that is, 
before delivery from the 28th week of gestation through to the first 7 days after delivery. The transmission of 
HIV from an infected woman to her fetus or newborn child is referred to as perinatal transmission. 


erson Living With HIV-An individual infected with HIV; also called a person who is HIV positive or a 
rson who is HIV seropositive. As soon as an individual becomes infected, he or she is capable of infecting 
thers through sex, blood and perinatally. HIV infection is lifelong. 


eventive Measures- Measures aimed at stopping the sexual, bloodborne and perinatal transmission of HIV. 
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For example, preventive measures aimed at decreasing sexual transmission include: 


* education to encourage people to avoid high-risk sex 
* prevention and treatment of other sexually transmitted infections 
* measures to make the environment, or overall situation, more supportive of safer sex, for example, a polic 


decision that condoms should be provided free in all hotel rooms. | 
Conditions or behaviours which make it more likely that a person will become infected with HIV. These facto: 


might include: . 
@ involvement in any sexual relationship other than one which has been mutually exclusive and HIV-negati\ 


for a sustained period of time; 

@ injecting drug use; 

@ history of blood transfusions; skin-piercing; invasive, surgical or dental procedures that were done und 
possibly unsterile conditions or with contaminated blood or blood products 

@ sexual intercourse with a partner who has any of these risks listed 


Safer Sex- Any sexual practice that aims to reduce the risk of passing HIV from one person to another is saf 
sex. Examples are non-penetrative sex, or vaginal intercourse with a condom. During unsafe sex, on the oth 
hand, fluids that can transmit HIV (semen, vaginal fluid or blood) may be introduced into the body of the s 
partner. There are five elements of safer sex: 


¢ consistent condom use; 

¢ reducing the number of partners; 

@ practising mutual fidelity; 

@ engaging in safer sexual acts, including delaying the age at first intercourse; 
@ abstaining from sex 


<q || P< <1) P< Bail 


Screening- The systematic laboratory testing of donated blood, blood products, tissue (including sperm) ai 
organs for the purpose of preventing HIV transmission to a recipient. (See testing.) 


x 


Sexwork- A broader term than “prostitution”, taken to mean the trade of sexual acts or services for money 
goods on a formal, regular and professional basis or an informal, intermittent and casual basis. Sex work 
often part of “entertainment”, “hospitality”, “massage”, “escort services”. Employment in sex work includ 
owners, managers and organizers of sex work establishments. 


| | Sex Worker /Prostitute- A person who trades sexual acts or services for money or goods. He or she engages 
v.| direct sexual activity with another person in exchange for money, goods and/or drugs. The term includes the 
| ao ) who earn money through sexual labour on a regular basis, as well as those who do it casually or informally, 
Vv on an intermittent basis. Prostitutes can be male, female or cross-gender (for example, transsexuals, a 
) = transvestites); they can be adults, adolescents or, sometimes, children. 


4 | Sexually Transmitted Infection/Disease (STI/D)- A disease or infection which is usually transmitted by sex: 


4 contact (for example, Neisseria gonorrhea) or where sexual contact is a significant mode of transmission ( 
Bxa example, hepatitis B) 


Oo OO) OE a my een eS meas | gr ae enter 
PPE 


STD Care (Case Management)- overall provision of care for a person seeking medical treatment for ST 


including diagnosis and treatment, health education for prevention of future infection, provision of condo 
and recommendation of partner notification. 


Stigmatize- To regard or treat people as shameful, disgraceful or discredited because of a difference (real 
imagined) from perceived social “norms”. People with HIV infection or AIDS, or those close to them, are of 
stigmatized on the basis of pre-existing prejudices or on “moral” grounds not necessarily related to the infect 


itself. For example, a man with AIDS may be stigmatized because of a pre-existing prejudice or moral value 
with respect to homosexuality. 


Testing (for HIV)- The testing may be used in order to screen blood for transfusion or organs or tissue for 
transplantation (see screening), or in order to test an individual. 


The testing of individuals is generally used to determine their HIV infection status. All testing in this sense can 

be categorized along three axes: 

a. Client-initiated, health provider-initiated, or initiated or required by a third party for other than health purposes 

b. With or without informed consent; andc. Anonymous, confidential or non-confidential. 

These terms are defined below: 

¢ Client-initiated testing: HIV testing requested by a client on his/her own initiative. 

@ Health care provider-initiated testing: Testing offered by the health care worker. 

@ Testing initiated or required by a third party for other than health reasons: HIV testing for other purposes, 
such as immigration, employment, or insurance. 


<1 <I 


IPI ANP <IPXIIPAIPIPAIPSIIPI DIP <b. 


Testing with informed consent- HIV testing performed only after the client has given informed consent to it. 
“Informed” in this context means that in discussion (pre-test counselling) the client has been told and understands 
the risks and benefits of testing, as well as of alternatives to such testing. “Consent” means the giving of express 
agreement to HIV testing in a situation free of coercion, in which the client should feel equally free to grant or 
withhold consent. 


Transfusion- The introduction of whole blood or blood components directly into the blood stream, usually into 
a vein 


Virus- One of a group of minute infectious agents not visible under an ordinary light microscope. They do not 
_ have an independent metabolism and can replicate only within living host cells. 


Window Period- The time interval between infection with HIV and the appearance of detectable antibody to 
HIV in the blood. 


(Adapted from the Glossary posted on the UNAIDS Website) 


APPENDIX 2 
The Benefits of Information, Counselling and Voluntary HIV Testing 


Potential mothers and fathers 

Counselling and voluntary HIV testing can help women and men who may be considering forming or expanding 
their families to: 

e weigh up the risks and advantages of a pregnancy 

e make choices about contraception 

e make choices about preventing future HIV infection including condom use 
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Pregnant women who test HIV-negative = 
Counselling a woman following a negative test can help her: >< 
e understand and maintain safe behaviour to avoid future infection 
e breastfeed for the greatest health of the infant 
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Pregnant women who test HIV-positive 

Counselling a woman following a positive test can help her: 

e decide whether to share her HIV status with anyone, and if so with whom 
e choose to terminate her pregnancy where safe, legal and available 


e choose antiretroviral therapy where available 
© understand infant feeding options and choose that which is best in her circumstances 


e learn more about HIV infection and its implications for her health 
® access support groups and health services that promote positive living 
e make choices about sexual behaviour and future fertility 


Partners of pregnant women 

Counselling and voluntary testing of partners of pregnant women helps couples 
¢ support one another in decisions about care and infant feeding 

e make decisions about future fertility 

e choose behaviours which reduce the risk of contracting or spreading HIV 


The wider community 

Widespread availability and use of counselling and voluntary testing for HIV in a community can: 
reduce fear, ignorance and stigma surrounding HIV 

stimulate a community response in support of those needing care 

contribute to an environment supportive of safer sexual behaviour 

reduce spillover of artificial feeding to HIV-negative mothers 


(Adapted from Counselling and Voluntary HIV Testing for Pregnant Women in High HIV Prevalence Countrie: 
UNAIDS 1999) ; 


APPENDIX 3 


Checklist for Counselling People with High Risk Behaviour 


Pre-test Counselling 
. Emphasise Confidently 
2. Explore High Risk Behaviour 
- Unsafe sex practices (consider spouse’s behaviour) 
- I. V. Drug use (shared needles/sex with user) 
- Blood/blood products received 
. Explore HIV/AIDS Knowledge 
: Explain HIV/AIDS 
- Clarify misconceptions 
Explore Test Implication: In Relation to Patient’s Life Situation(E.g. Marriage, Pregnancy, etc) 


Explain that the test is for antibodies to HIV not an AIDS test 
- Meaning of negative result 


: Meaning of positive result 
: Reason for Testing 
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If negative 
Confirms lack of antibodies 
(Caution: window period-consider repeat test 
after 3 to 6 months) 
removes uncertainty 
(Caution: does not mean immunity against HIV) 
If positive 
know for sure 
make adaptive change in life style 
protect sexual partner 
protect self - medical care 
plan for future - financial, legal emotions 
disadvantages 
explore expected reactions 
available social supports 
Who Should Know the Result? 
Discuss implications/discrimination 
Partner notification/testing 
Practicalities of Test 
sample collection 
getting results 
give appointment 
Assess Strategies for Coping 
Evaluate past handling to stressful situations 
Evaluate patient’s social support network 
Preventive Education 
Safer sex 
Proper use of condoms 
Clean needle use 
Reconsider life style 
Spread HIV/AIDS prevention message 


‘ost - Test: Test Negative 


Renew Relationship 

-Explain Negative Results 

Give time to absorb information 
Allow time to express feelings 
-Explain Lack Of Immunity 
-Check Back To Confirm Understanding 
-Clarify Doubts/Misconceptions 
Evaluate Need for Retest 
Address “Survivor” Reactions 
Repeat Preventive Education 
Safe sex 

Proper use of condoms 
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Clean needle use 
Reconsider life style 
Spread HIV/AIDS prevention message 


Post-Test - Positive 


Renew Relationship 
Follow Patient’s Lead when to Disclose - 


State Result Clearly 


b) 


C) 


Wait 
Give time to absorb information 
Give time to express feelings 
LISTEN 
Integration of Result 
Intellectual: - explore understanding 
-clarify misconceptions 
Emotional: - assess emotional impact 
-validate reactions as normal 
Behavioural:-assess commitment & 
understanding to risk reduction 
-explore factors related general health and 
immune functioning (stress nutrition, exercise, 
substance abuse, re-exposure to virus) 
Interpersonal - re-explore who to inform 
impact on partner, family friends, employer 
how to break news (offer help - and support) . 
plan to maximise support and minimise stress 
Medical- plan for health/early intervention 
avoid quacks 
Arousing Hope: Advice and Empowerment 
a realistically hopeful message without 
discounting concerns 
focus on quality of life 
empower participation in health issues 
express your availability when needed 
Plan For Future Course of Action 
focus on need for ongoing support 
stress, anxiety, depression, anger, 
substance abuse 
sexual & interpersonal issues 
financial occupational, legal, medical 
needs resources? 
individual therapy 
support groups 
social network 
religious strengths 


Provide Appropriate Brochures for Patients 
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APPENDIX 4 
HIV/AIDS Resources 


Understanding of the HIV/AIDS disease process, prevention and treatment modalities is progressing at suc 

fast pace. In such a scenario, electronic databases provide information on current advances. The internet ¢ 

provides a forum for exchanging information and advancing dialogue on many sensitive and controver 

issues. Following is a list of sites that provide a good jumping off point. Many sites also give links to site: 

interest. 

Indian Sites: 

1. The National AIDS Control Organisation site gives detail of national AIDS control policies, national statist 
and information on HIV/AIDS, as well information of up coming events and meetings. (Www.naco.nic. 


2. The AIDS-Forum Karnataka - Professionals for Positive Intervention, network of NGOs and professio! 
host a site that brings information especially relevant to NGOs, positive people and health care profession 
(www.hivaidsindia.org) 


3. The Greenuniverse site provides basic HIV/AIDS information as well as articles on HITV/AT) 
(Wwww.greenuniverse.com) 
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) 4. The National Informatics Centre hosts sites for Indian government health and medical instituti 
| (Wwww.nic.in) 
International Sites: 


1. UNAIDS hosts a site that has a good collection of technical reports and best practice materials 
especially relevant to developing countries. (www.us.unaids.org) 


2. The Centres for Disease Control and Prevention, Atlanta, USA and the National Library of Medicine 
latest technical and epidemiological information as well as treatment and laboratory guidelines and 
(www.cde.gov and www.nlm.gov) 


“y 3. Avert hosts a good site for information on HIV/AIDS education, especially dealing with sensitive i 
. V | such as disclosure and provides British statistics. (Www.avert.org) 
=I 4. The AIDS Education and Global Information System (AEGIS) provides a wide variety of inform 
Bx4 ranging from technical to news stories. It has information on care and Support. (www.aegis.com) 
isis 
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= | . The Body Multimedia AIDS and HIV Resource is a comprehensive site that provides information 
IA forum for interaction. A good resource for positive people. (www.thebody.com) 
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PREFACE 


It is now well recognised that counselling is an effective tool in maintaining quality of life of people with HIV infection and 
also in preventing HIV infection. Counselling is an essential part of health care provided by health workers, be they doctors, 


nurses, paramedical staff or counsellors. 


This manual is meant as a guideline for counselling individuals at risk for HIV infection and those already infected with the 
virus. It outlines the general principles of counselling and focuses on counselling specifically in relation to HIV/AIDS. 
These general principles are drawn from WHO and NACO counselling manuals. This manual has been compiled on the basis 
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of six years experience gained in counselling at the HIV Clinic and the National AIDS Surveillance Ce at the National 
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Institute of Mental Health and Neuro Sciences, Bangalore. Issues and concerns unique to the Indian situation as well as 
Strategies that seem to work are explored. Examples from actual counselling situations are used as illustrations. 


The first chapter describes basic principles of counselling and good communication, and the second considers issues related 
to HIV/AIDS and the importance of counselling. The next three chapters deal with counselling for risk reduction, pre-test 
and post-test counselling. The next four chapters are essentially concerned with counselling needs of HIV positive people- 
counselling for maintaining good health, dealing with opportunistic infections and crises, the role of the family, palliative 
care and issues related to death and dying. The last chapter addresses the needs of counsellors - staff stress and burn out. The 
appendix contains check lists for pre-and post-test counselling, glossary of HIV/AIDS terms and addresses for resources. 

. 


This manual is the result of team effort. We are grateful to Dr. Gourie-Devi, Director/Vice-Chancellor, NIMHANS who 
chairs the mutli-disciplinary NIMHANS AIDS Group (NAG) and members of for their support and guidance. The Karnataka 
State AIDS Prevention Society has supported training programmes for health professionals from which we have learnt a 
great deal. Several NGOs, mainly Samraksha, Snehadaan, Asha Kiran, Freedom Foundation and their staff have worked 
closely with us and shared their insights. AIDS Forum Karnataka has supported the printing of this manual. Dr. V. Ravi has 
demonstrated that sensitive pre and post test counselling can be done at a Voluntary Testing Centre. V. A. S. Krishna has 
Written the section on family counselling. Pushpinder Pelia Lubana wrote the section on drug and alcohol use and reviewed 
drafts. Steve Brooker did a thorough review and gave valuable feedback. Most of all we are thankful to clients/ 
and their family members who shared their concerns, needs, initiatives and resources; they have been our main 
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. We are greatly indebted to them. 
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hope this manual will serve as reference and guide to all those who want to practice HIV/AIDS counselling. 
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Jayashree Ramakrishna, 

Coordinator, NIMHANS AIDS Group 
Additional Professor & Head 
Department of Health Education 
age =e ‘ NIMHANS, Post Bag 2900 
oe Bangalore 560 029 India 
ee ans Earnie. in Email: j_ramakrishna@vsnl.com 


. Prabha S. Chandra 
jate Professor 
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APPENDIX 5 


List of Addresses 


For information, networking and resource linking, contact: 


AIDS Forum - Karnataka 

No. 268, 1“ Main, 

Defence Colony, HAL 2™ Stage 

Bangalore - 560 038 

© 5280088, 5282314 

Email: afk @ mahiti.org 

Counselling, Care and Support, 

Reproductive Health, Education and Awareness 


Samraksha 

402, Ground Floor, Block 4, 

Ranka Park Apts, 4, 5, 6, Lalbagh Road 
Bangalore - 560 027 

© 2238297 

Email: samraksha@ mahiti.org 

Residential Care, Training in Care and Support, 
Occupational Therapy 


Bangalore Medical Service Trust (BMST) 

New Thippasandra Main Road 

HAL II Stage, 

Bangalore - 560 075 

© 5287903 

Email:bloodbank @ttkprestige.springrpg.ems.vsnl.net.in 
Care and Support 


Snehadaan 

Sarjapura Road,Ambedkar Nagar, 
Carmelaram Post, 

Bangalore - 560 035 

© 8439516 

Testing and Counselling, 

STD Treatment & School Programme 


Freedom Foundation 

No. 9/34, Karmchand Layout 
Hennur Main Road 
Lingarajapuram 

Bangalore - 560 084 

© 5479766 


Network of Positive People 


- support groups, information, resource linking. 


KNP+(Karnataka Network for Positive People) 
Contact P. O. 2325 Bangalore. 


INP+ 

29/2, Velu Street 
West Mambalam 
Chennai- 600033 

© 3711276, 3715148 
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